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SECTION ONE
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1. Long Term Disabilities Essay
1. LONG TERM DISABILITIES ESSAY
Is cognitive behaviour therapy an efficacious treatment
for psychosis?
Year One
1. Long Term Disabilities Essay
1.1. Introduction
Cognitive behaviour therapy (CBT) assumes that both emotional and behavioural 
responses to an event are effected by an individual’s belief about that event rather than 
the event per se. If this is to be applied to psychosis it would presume that the core 
disorder of thinking attributed to psychosis (Bleuler, 1950; cited in Bentall, 1996) is open 
to change by reason and that the application of CBT will result in weakened beliefs and a 
decrease in stress. However, as discussed by Bentall et al (1994), there is a further 
assumption that first needs to be defined in order to justify the use of CBT to psychosis, 
and that is that the core disorder of thinking suggested above is defined as distortions and 
cognitive bias, as opposed to underlying cognitive deficits and is therefore open to 
change.
An efficacious treatment for psychosis would be one that reduced or removed symptoms 
of psychosis such as hallucinations or delusions and/or the distress associated with these 
symptoms. What then defines psychosis and what are the symptoms that CBT can 
alleviate? Psychosis is a collection of symptoms that include delusions, hallucinations, 
disorder of speech, and grossly disorganised or catatonic behaviour. The symptoms most 
commonly associated with psychosis are, however, delusions and hallucinations. 
Delusions are defined as “irrational beliefs out of keeping with a person’s cultural (or 
socioeconomic) background” (Kingdon et al, 1994) and have been assumed not to be 
amenable to reason. Hallucinations are defined as the experiences through the senses 
which have no grounding in reality. The most common hallucination ip psychosis is the 
sound of voices and it is this symptom that will be focused on here.
The studies which will be outlined below differ from other work with psychosis in that 
they assume that delusions and hallucinations are not without meaning to the individual, 
and attempt not to ignore, distract or challenge, but to offer alternative explanations for 
the information gathered from the individual about their symptoms. It necessitates a
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good therapeutic relationship, and a clear picture and understanding of the delusions, 
including the belief system around them.
It will be assumed that CBT will focus on the beliefs surrounding bpth delusions and 
hallucinations where beliefs are determined by their significance to the individual, as well 
as the delusional beliefs themselves. Following the definition of CBT as described earlier 
it does, then, seem a logical step to apply CBT to psychotic symptoms guch as delusions 
and hallucinations and for the efficacy of these applications to be defined in terms of 
changes in the associated beliefs and associated distress. Although this route seems 
logical it is worth mentioning that this is a relatively new step as there is some debate 
about the amenability of delusions and hallucinations to reason. This includes how the 
reality of a psychotic person impinges on them and differs to that experienced by others, 
and as such if that reality can be challenged with rationale pertaining to others’ reality 
(Perkins & Dilks, 1992).
The studies which have applied CBT to psychosis and which will be discussed here have 
done so by either focusing directly on delusions and hallucinations using cognitive 
restructuring, or on coping methods. The main focus of this discussion will be on the 
CBT for cognitive restructuring.
1.2. Empirical studies.
The first report of using CBT for psychosis was by Beck (1952) and he focused on 
delusions. His study came out of clinical practice and detailed the delusion of a man who 
believed that he was being followed by 50 men who were trying to mount a case against 
him. Using a variation of Beck’s CBT model associated more commonly with anxiety 
and depression (Beck, 1952), he reported that at the end of the treatment the man reported 
a significant reduction in his delusion and went on to say that he felt he may be able to 
remove it completely. This study was obviously clinically relevant and suggested the 
need for further empirical research.
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The work in this area has tended to focus on either delusions or hallucinations or a 
combination of both. The studies discussed here will be broken down into these 
categories.
1.3. CBT and delusions.
Early empirical studies on CBT for delusions included Hole et al (1979), Milton et al 
(19778), and Watts et al (1973). These studies had sample sizes ranging from 3 to 14, 
and the studies by Milton and Watts reported a significant reduçtion in delusion 
conviction. Hole, however, with a sample size of 8 only recorded a significant 
improvement in two participants. However, these initial studies did report some 
reduction in the strength of delusions, unfortunately the methodological weaknesses in 
these studies leave the results open to criticism. The studies had no baseline measure and 
insufficient follow-up, the follow-up being 3 months, 1.5 months and no follow-up, 
respectively, as reported by Bouchard et al (1996). Despite the shortcomings of the 
methodology in these studies they indicated that the delusions of psychosis may not be as 
fixed and meaningless as once assumed and opened the door for further research.
Promisingly a case study reported by Himadi and Kaiser (1992) whic)i used a multiple 
base line for delusion reported the elimination of delusion convictiop, and reported a 
reduction in the Scale for the Assessment of Positive Symptoms (SAPS) score from 
severe to moderate. Further an external assessor provided an assessment of the 
participant post treatment that verified the results. Although this was a single case 
design, the use of multiple base lines and independent ratings make this study significant 
as an indication of the efficacy of CBT for delusions.
Next a series of studies by Chadwick & Lowe (1990, 1994) and Lowe & Chadwick 
(1990) were reported in Chadwick & Lowe (1994) using cognitive restructuring 
techniques such as verbal challenging and reality testing for delusion. The results from 
the studies were summarised together to produce a 12 participant study. The results 
showed a reduction in conviction of delusions for 10 of the 12 participants, elimination of
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delusions for 4 of the 12 participants, and a reduction in preoccupation pf the delusion for 
6 of the 12 participants. It is noted that pulling information from different studies and 
treating them as equivalent has methodological limitations, but in this instance gives a 
clearer picture of CBT efficacy.
Specifically the original paper in 1990 reports that 5 of the 6 participants in the study 
showed change after holding their belief for between 8 and 20 years and had joined the 
study voluntarily. None of the participants knew the focus of the study and as such were 
blind to the procedure. Baseline data was gathered and pre- and post-ratings were taken. 
The work included helping participants gain metacognitive skills and resulted in 5 out of 
the 6 participants showing change. There was, however, no control group and the 
severity of the symptoms was not reported. Additionally, one participant reported 
gaining a new delusion. As with the Himadi and Kaiser study there was also an 
independent assessor. However Bouchard (1996) points out the method of assessment 
was capable of leaving the results open to interpretation.
The application of CBT to psychosis in terms of delusions does then show some 
promising results.
1.4. CBT and hallucinations.
The current research on CBT for hallucination includes single case studies by Haddock et 
al (1993) and Morrison (1994). Unfortunately the methodology for these studies is poor 
with little or no baseline measures or insufficient follow-up reported. The results from 
these studies are mixed, with Morrison showing a rapid reduction on all measures while 
Haddock showed no change.
A more interesting study is that of Chadwick & Birchwood (1994). This study reflected 
the work of Romme & Escher (1989), and proposed that the core beliefs about voices 
were amenable to change. The study by Romme & Escher (1989) brought together 20 
people who had auditory hallucinations and invited them to discuss their hallucinations
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and the significance that they attached to them. They studied clinical and non-clinical 
groups and reported that individuals’ ability to cope with their voices was related to their 
beliefs about the voices and their appraisal of them.
In terms of voices, this work by Romme & Escher and the Chadwick & Birchwood 
(1994) described below, suggest that the meaning attached to the voice is the factor that is 
both amenable to CBT and the mediating factor of distress. As such it is this factor that 
has been the focus of CBT work with hallucinations.
Chadwick & Birchwood (1994) reported two studies, the first detailed the behavioural, 
cognitive and affective responses of 26 individuals to their voices and concluded that all 
the participants viewed their voices as omnipotent and omniscient, but also identified that 
the participants attributed meaning to their voice. The attributed meaning led to the 
voices being viewed as either malevolent or benevolent and this resulted in the voices 
being perceived as something to be fearful of or something that was courted. It should be 
noted that it was not necessarily the voice content that mediated the distress.
The results of this study led to a second study of 4 participants that used a variation of 
cognitive therapy to dispute the omnipotence, identity and purpose of the voices. The 
results of this study showed what was reported as a “large and staf)le” reduction in 
conviction of the beliefs associated with the voices, a reduction in distress, an increase in 
adaptive behaviour and “unexpectedly a fall in voice activity”. This has obvious 
implications for further research in this area and suggests that hallucinations are also 
amenable to change if the importance to the individual of the hallucination is considered. 
This study had good baseline measures, a 1 year follow-up, and corroborated 
improvement from a psychiatrist, however there was no control group.
Two further studies by Bentall et al (1994) and Kingdon and Turkington (1991) have also 
focused on hallucinations. Kingdon and Tukington used a sample group of 64 
participants, and reported good outcomes, 86% of participants improved and 54.7% did
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not show any psychotic symptoms at the end of therapy. However, the efficacy of this 
study is compromised by the lack of a control group, baseline data and outcome measures 
or follow-up. Additionally, as pointed out by Chadwick & Birchwood (1994), this study 
used cognitive techniques to redefine symptoms as non-psychotic rather than identifying 
the beliefs about the voices. The focus appears to be more concerned by normalisation of 
the voices making comparison to others studies more difficult.
The findings from a study by Bentall et al (1994), reported in Bentall (1996), has 
suggested that patients might be taught to reattribute their voices and has clinical 
implications for focusing more directly on the content of patient voices and their beliefs 
about them, including origin. Unfortunately, as the study in 1994 was a preliminary 
study, it used no baseline data or follow-up and therefore, despite encouraging findings, 
more rigorous studies are needed.
The work on hallucinations has showed some positive results to dqte despite some 
methodological shortfalls.
1.5. CBT for delusions and hallucinations.
A single case study by Alford (1986) incorporating an ABAB^ design and using an 
independent blind source as reference reported a reduction of both hallucinations and 
delusions. This improvement was partially sustained over a three month follow-up 
period. This study was well designed and despite only being a single case study provides 
good evidence for the efficacy of CBT.
 ^An ABAB experimental design is when treatment is withdrawn or replaced with a placebo for a period 
during the experimental phase. Measures are then taken as a baseline, then during the initial treatment, then 
treatment is stopped and measures taken, followed by a return to treatment.
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A further study reported here is Fowler & Morley (1989). This study ^gain had a small 
sample size of 5, but did use outcome measures, took a baseline and had a 6 month 
follow-up. Again the results from this study were good, and also reported improvements 
in the loudness of voices, the controllability of them and associated anxiety, less success 
was reported for delusion conviction, only 1 in 5 participants reporting an improvement, 
compared to 4 in 5 participants reporting improvement for voices.
Two of the most promising studies to be reviewed here are Garety et al (1994) and Drury 
et al (1996), due to their methodology, both are controlled studies. Garety et al (1994) 
reports a small study with 13 participants in the treatment group and 7 participants 
providing waiting list controls. Participants were offered a treatment package that lasted 
for 6 months and was weekly or biweekly. Significant differences were found between 
the control group and the treatment group in terms of the strength of conviction with 
which the delusion was held, distress caused by the delusion and preoccupation with the 
delusion. The results from this group did not, however, show any generalising to other 
measures of functioning. The authors recognise the limitations of this study including the 
lack of randomisation of participants to conditions, the first 13 beipg placed in the 
treatment condition, the participant size, and the relatively short interveption.
Drury et al (1996) used individual and group CBT in the experimental condition, 
focusing on hallucinations and delusions, with participants in the control condition 
receiving informal support and structured activities. The conditions were matched for 
hours spent with participants. They had a sample size of 40, one of the largest in the 
current field and the results showed that overall participants in the treatment group 
showed improvements in several areas including symptom status, functioning, and speed 
of recovery. The results are good but due to the combination of treatments it is difficult 
to attribute change only to CBT. The treatment group spent an average time in hospital 
of 54 days compared to 119 days, and showed a resolution of positive symptoms in 108 
days compared to 151 days. This result was maintained at a nine month follow-up where
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95% of the treatment group were showing no positive symptoms compared to 56% of the 
control group.
The results from this trial look very positive, however, only 40 participants were included 
from a referral of 117 and the exclusion criteria reduced the number to 69, thus the results 
can only be attributed to a subsection of the population. Additionally, the patient group 
in this trial tended to be young, in the initial stages of illness and the treatment was 
particularly intensive. This may then have implications for the time pf use of CBT, in 
relation to the course of the illness, suggesting early intervention. Johnson (1996) 
criticises this study further suggesting that neither the clients or experimenter were blind 
to the treatment being offered. Furthermore, participants were randomised in terms of 
variables suspected to relate to duration of recovery, the medication received by the two 
groups were different, with the CBT group receiving a higher dose, and the activity level 
was raised in the control group. Activity, Johnson suggests, may in itsçlf be detrimental, 
due to over stimulation, yet it must be noted that even this group showed some 
improvement.
1.6. Further considerations.
Despite the potentially good outcomes suggested above there has undoubtedly been a 
lack of methodologically sound studies including the use of control groups and sample 
sizes are still small.
Additionally, other workers in the field are still skeptical about the extent that CBT can 
help the long term mentally ill. Perkins and Dilks (1992) suggests that people who suffer 
from psychosis often have a reality that no one else can share and that this leaves them 
isolated. Perkins and Dilks (1992) suggest that this cognitive confusion can best be seen 
in terms o f ‘cognitive overload’ models (Firth, 1979; Hemsley, 1987, cited in Perkins and 
Dilks, 1992) to which the socially disabled are particularly vulnerable in terms of 
everyday stresses that most people take in their stride, and this undermines the popular 
conceptions of seeing ‘disability’ as a relatively stable phenomenon.
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It is clear, therefore, that there will be times when a person is better able to cope and there 
is consequently a temptation to declare the patient ‘cured’. Perkins suggests that focusing 
on problem removal and short term intervention may have little long term effect. What is 
needed is a longer term strategy to help support and minimise the distress caused by 
psychotic symptoms, and more research into early intervention and relapse.
1.7. What do the overall results mean for the efficaciousness of CBT for Psychosis?
From the studies reported here there appears to be good evidence that CBT can be 
applied to psychosis in an advantageous way. A review by Bouchard (1996) takes six 
studies he considers to be methodologically sound, with a good diagnosis, and psychosis 
measures (Alford, 1986; Chadwick & Birchwood, 1994; Chadwick & Lowe, 1994; 
Fowler & Morley, 1989; Himadi & Kaiser, 1992; Garety et al, 1994) and reports on 
twenty participants treated for hallucination and thirty-two for delusions. From this he 
concludes that cognitive restructuring has been shown to be effective in reducing 
hallucination frequency and duration, and in reducing or eliminating delusions. He also 
notes that this type of intervention has been seen to be more effective for delusions than 
hallucinations. This, in addition to the results from Drury et al (1996), supports the 
hypothesis that delusions and hallucinations are amenable to reasoning and that CBT can 
be considered to be an efficacious treatment for psychosis.
Despite this positive outlook, few studies have been controlled, and the comparison of 
studies is difficult due to the variability of treatment, and the intensity and frequency of 
sessions, pre-treatment assessment of psychosis and severity of symptoms. The issue of 
relapse rates and limited follow-up for many studies also needs underlining. Additionally 
from the studies looked at the most useful CBT interventions cannot be specified. 
Further differences between the studies include time of treatment in relation to the cause 
of the illness, diagnostic criteria used and possible referral bias i.e. voluntary based 
studies in the light of motivation being a symptom of psychosis. Finally, as Alford 
(1986) suggests, the studies do not make explicit if they address maladaptive content of
1Ô
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beliefs or attempt to reduce processing errors in relation to beliefs. The focus of the 
intervention has implications for long term treatment. It is also noted that the trials were 
all conducted on medicated participants.
A last point to consider is the consequence of delusion relinquishment. The above essay 
has presumed that the efficacy of CBT is measured in terms of direct application to 
beliefs and the reduction or elimination of symptoms. Such a definition may be the 
definition of efficacy for the clinician and indeed is the one used here, but reducing the 
disability endured by someone with psychosis is another form of efficacy that needs more 
direct consideration than has been touched on in this essay. As such important work, 
such as that by Tarder et al (1993) focusing on coping using CBT, is also pertinent to a 
wider discussion of the efficacy of CBT.
11
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2. PEOPLE WITH LEARNING DISABILITIES
ESSAY.
What were some of the driving forces behind the move 
towards care in the community for people with a 
learning disability, and what is the role of the clinical 
psychologist in resettlement?
Year One
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2.1. Introduction
In assessing the driving forces behind care in the community for people with learning 
disabilities, there needs to be a focus on the change in psychological apd social thinking 
as well as the shift in government policy. These changes include the recognition of the 
state of institutions, the potential of people with learning disabilities to acquire skills, the 
idea of community living, and the impact of the philosophy of Normalisation. 
Government policy and psychological thinking will be discussed separately, although it is 
understood that the developments occurred concurrently. The role of the clinical 
psychologist in resettlement will be addressed specifically in the second half of this 
essay.
2.2. The need for change.
Institutions for people with learning disabilities were initially based on education 
following the work of the French physician Itard with “the wild boy of Aveyron” (1801), 
and his pupil Seguin. It was suggested that people with learning disabilities could learn 
simple tasks, “sufficient to enable them to survive in certain parts of society” (Race, 
1995). To facilitate this learning institutions were set up for training and education. 
These original institutions did not aim to isolate or remove people from society, but to 
equip them with some basic living skills.
During the latter part of the Nineteenth Century, however, the optirnism for teaching 
people with learning disabilities began to dwindle. With the growing interest in genetics 
combined with the work of Binet, people with learning disabilities werp beginning to be 
viewed differently. Binet established the first standardised intelligence test, which led to 
the idea that intelligence was static, hereditary and could not be effected by skills 
teaching. Additionally the growing popularity of the eugenics movement concerned with 
the possibility of excessive reproduction of people with learning disabilities as well as the 
criminalisation and non-productiveness of this group (Tredgold, 1927; cited in Race, 
1995), combined to increase pressure to isolate people and resulted in a reduction of the
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influence of training. Tizard (1958; cited in Race, 1995) has suggested that the 
combination of the above set back the care and understanding of pepple with learning 
disabilities by fifty years.
By the 1950s several authors, both in the UK and the USA, began to look at the effect of 
the isolation and institutionalisation on people with learning disabilities and began to 
question the assumptions made about their ability. It had been long assumed that people 
with learning disabilities were bound by their IQ and that this would directly determine 
their ability to function. Those labeled as “mentally deficient” were seen as unable to 
function productively within normal society due to their inability to learn skills, both in 
industrial and social settings. In America several studies using large sample populations 
were finding that those labeled as “mentally deficient” could be socially and 
economically self sufficient, were able to maintain relationships leading both to marriage 
and children, and that unlike that predicted by the eugenics movement, jhad an average of 
less children than the national average.
Work in the UK was also questioning the assumptions behind the isolation and lack of 
positive intervention with people with learning disabilities. O’Connor and Tizard (1956) 
surveyed 2% of people in twelve “mental deficiency” institutions and found that 50% of 
people in the hospitals had no nursing needs and in some cases reported higher than 
expected IQ’s \ This suggested that some people in these institutions were wrongly 
placed. Hillard and Kirman (1957) also questioned the value of institutions. They 
concluded that certification was a waste of potential, people were misplaced in hospitals 
and that there was a need for rehabilitation.
Further studies around the time emphasised the capability of people to manage assembly 
tasks and industrial tasks after training, and that as a group they responded well to 
incentives (Tizard, 1958). Further it was found that environmental factors could mediate 
the learning process, with improved learning associated with more stimulating work
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environments (Clarke & Clarke, 1958). Work by Gottsegen (1957) looked at 
improvement in social functioning using the Vineland Social Maturity Scale before and 
after training, and found that this, too, could be effected by training. This group of 
studies during the late 1950s began to directly question the validity of the large 
institutions as they stood, and the rationale behind them. As a group they were 
suggesting that the environment being offered by institutions was further disabling 
patients.
Later work continued to verify this point (Clarke & Cookson, 1962) and by 1974 there 
was a “mass” of literature suggesting that “there is nothing fixed and immutable about 
retarded performance” (Clarke & Clarke, 1974). Later controlled studies on adaptive 
behaviour (Felce et al, 1986; cited in Allen, 1988) continued to report low levels of 
performance for those in institutions compared to those in the community. The seeming 
lack of education and training within the institutions was beginning to appear detrimental.
2.2.1. Treatment in institutions.
Two studies looked at the conditions and treatment in institutions. The first (Morris, 
1969) looked at 35 subnormality hospitals, and reported that the physical conditions of 
the hospitals were poor, few if any patients needed medical care, thqre was a lack of 
resources, little or no treatment or training, and a lack of communication within the 
hospital. Goffinan’s (1961) work on asylums reported rigidity, block treatment, 
depersonalisation, and social distance between the staff and children from their 
observations. In comparison, the authors found this type of treatment happening to a 
lesser extent or not at all in local authority hostels for children. This comparison added 
weight to the value of community care and the local authority hostels offered a realistic 
alternative to the hospital.
Possible alternatives to the hospital were also offered by the Slough experiment 
(Baranjay, 1971). This was a residential hostel with both social and industrial training for
 ^A learning disability is defined as an individual with an IQ of less than 70 and difficulties in social
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people with learning disabilities, with a goal for maximum functioning in the community. 
The success of this project offered a viable alternative model for service provision.
2.2.2. Normalisation.
Further drives behind the move to care in the community were offered by the principles 
of Normalisation. This principle has been defined as “making available to all mentally 
retarded people patterns of life as close as possible to the regular circumstances and ways 
of life of society” (Nirje, 1969; cited in Emerson, 1996). This principle first appeared in 
Denmark’s 1969 Mental Retardation Act, and had been developed both in Scandinavia 
(Bank-Mikkleson, 1980; Nirje, 1969), and North America (Wolfsenberger, 1972 cited in 
Wolfsenberger, 1993). The definition of Normalisation (later changed to social role 
valorisation) by Wolfsenberger was the one that was adopted by the UK. This definition, 
unlike the others, stresses the need for social integration and community living. It was 
defined by Wolfsenberger (1972) as “the use of culturally valued means in order to 
enable people to live culturally valued lives” (cited in Emerson, 1996).
Wolfsenberger gave greater scientific validity to the social role valorisation by suggesting 
that it is “a theoretical system, grounded deeply and broadly in social and behavioural 
science” (Wolsenberger, 1983). This and Wolfsenberger’s evaluation system Program 
Analysis of Service Systems Implementation of Normalisation Goals (PASSING) 
(Wolfsenberger and Thomas, 1983), offered a philosophy that was empirically supported 
and that gave a clear description of what community care could offer which that up to 
that point had been missing. It was quickly adopted both socially and politically and 
influenced the move towards care in the community.
2.3. The political change.
At the same time as the work above was recognising the problems of the institutions, 
government policies were too. Following the publication of reports from the National 
Council for Civil Liberties (1951) which alleged wrongful detention of patients, and the
interaction.
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concerns of the King Edward’s Hospital Fund (1955) concerning the poor conditions of 
the building and the prison-like environment (cited in Race, 1995), the Royal 
Commission on the Law Relating to Mental Illness and Mental Deficiency of 1957 was 
established. The commission noted the ideal of community care, and recommended the 
abolition of compulsory detention and certification of people with learning disabilities. 
The 1959 Mental Health Act that followed accomplished the latter, but did not directly 
address issues concerning care in the community or the provision of services within 
hospitals. Thus, despite the rhetoric, people largely remained in overcrowded, run down 
hospitals.
Further political moves towards community care followed with the publication of the 
1971 white paper “Better services for the mentally handicapped”, which it could be 
suggested was prompted by the work on the state of the institutions discussed earlier 
(Morris, 1969; Tizard, 1958), and a series of public scandals around the conditions in 
hospitals. This report noted the bad conditions in the hospitals, including overcrowding 
and badly maintained buildings, and again supported the call for community care. The 
paper noted the lack of movement from the hospitals to the community and looked more 
closely at reducing the number of people in long stay hospital. The paper’s goal was to 
reduce the number of beds from 90% to 40%.
Unfortunately, the financial implications were never properly addressed, there were no 
clear guidelines about how to implement change and the problems arising from 
interagency working, although recognised, were not addressed. In all, the white paper 
had raised issues but was unable to act upon them.
By 1975, the “Jay Report” had been commissioned, motivated by the state of the 
hospitals and the influence of Normalisation. It again pressed for a move towards care in 
the community. It called for the process to be speeded up and for more staff to be 
trained, and gave the responsibility for training to the Central Council for Education and 
Training in Social Work. This led to open hostility and, as noted by Rose (1994),
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seriously effected interagency working. Coupled with this the problems of joint planning 
and finance remained.
Despite the NHS Reorganisation Act of 1973 (cited in Race, 1994) promoting joint 
planning and finance, interagency working and lack of funds remained stumbling blocks 
for community care. By 1986, the publication of the Audit Commission’s report made it 
clear that joint planning and interagency working were proving problematic. Following 
the rather bleak report by the Audit Commission, the government asked Sir Roy Griffiths 
to review the financing used to support the community care policy, and to advise on how 
best to use these funds. The Griffiths Report (1988) made several suggestions with the 
central proposal being a single budget and lead agency role for local authorities.
The government response to this report, the white paper “Caring for People” (Secretaries 
of State, 1989) did implement the lead agency role and a single budget. Community 
accommodation began to increase more rapidly, and the program of community care 
finally began. Eight years on the process is not complete but hospitals are closing and 
people are being resettled.
The driving forces, discussed above, include public and professional pressure, and 
political change. The relationships between these forces is complex, and often appears 
muddled, however by establishing a need for change, and establishing a means of doing it 
through clarity of finance and interagency working, community care could begin.
2.4. The role of the clinical psychologist.
The role of the clinical psychologist in resettlement can be defined on several levels. For 
the purposes of this essay, the role will be split into research and clinical work, although 
it is clearly recognised that both of these processes are part of a necessary continuum. In 
terms of the clinical work the role involves both preparation for resettlement and the 
management of psychological problems once the client is resettled. Whereas the role of 
research, as described here, is to monitor the resettlement process and to look at what has
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been effective within this process and what, if anything, are the factors most likely to 
predict success.
2.4.1. The clinical role.
The main role of the psychologist in resettlement is to use the tools at their disposal and 
to be aware of previous research informing their work. This will infprm their practice 
both with their work with an individual and with the system implementing the move.
2.4.1.1. Before resettlement.
On an individual level this can include the use of standardised test such ps the HALO and 
Vineland Adaptive Behaviour Scale, as well as a WAIS-R to measure level of 
functioning, and living skills. It is important to recognise that the level of ability of an 
individual will impact on their needs in the community, and on how they adjust to the 
move (Cohen, 1977). In addition, this assessment can provide an opportunity to assess 
someone’s mental health and general behaviour. This is important as a baseline should 
things deteriorate following the move as is suggested likely in terms of deterioration of 
functioning and adaptive behaviour (Cohen, 1977; Hemming et al, 1983). Especially as it 
seems to be short lived (Allen, 1988). The likely stress of moving should also be 
addressed with the client and appropriate preparation should be undertaken.
The clinical psychologist can also be involved in preparation before the move of both 
client and staff. As suggested by Allen (1988) “simply relocating people with mental 
handicaps into community settings is unlikely to have any lasting positive effect on their 
quality of life”. Sinson (1993) suggested “extensive retraining before relocation” 
following her work on ten public sector group homes described as mini-institutions, 
feelings echoed by Collins (1993) who suggests that the “institution is dispersed, not 
disbanded”.
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This work draws attention to the need for clear instruction on the principles of 
Normalisation to prevent generalising of institutionalised treatment by staff The high 
degree of misinterpretation of these principles suggests that the clinical psychologist 
should review this treatment frequently (Rose, 1994). Work by Felce et al (1995), 
concluding that interaction and activity in hospital and community settings for 
challenging behaviour clients is no different, underlines this need, and reflects the fact 
that the concept of quality of life should not be taken for granted. Felce & Perry (1995) 
have advocated looking at which aspects of community living produce change and in 
making them essential components of service provision. In the literature on quality of 
life, Reiter & Bendall (1996) suggested important factors such as individuals as friends in 
the community, clearly defined rules in the house, perceived independence and 
employment should be carefully considered.
Further work on preparation should include the local residents as McConkey et al (1993) 
suggest that community attitudes are more positive following increased contact with 
learning disabled clients. This will be more likely if the community are encouraged to 
meet with the residents before resettlement and are provided with information concerning 
the move.
2.4.1.2. After resettlement.
Following the resettlement of individuals, clinical psychology’s role will be in terms of 
managing mental health problems and problems such as challenging behaviour that 
threatens to lead to a breakdown in the placement. The goals within this are to manage 
the behaviour effectively without removing the client from their home and to use the 
available therapies to do so. Van Minnen and Hoelsgens (1994) advocated treatment at 
home, suggesting a decrease in problems of generalisation, carers can learn new skills, 
environmental factors are easier to detect, and there is no problem of social reintegration. 
In terms of challenging behaviour Matson and Swiezy (1990) used behaviour therapy 
which it was reported reduced the challenging behaviour and increased people’s
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competence in society. Research like this allows the psychologist to devise the most 
effective ways of changing behaviour.
2.4.2. Research, and the wider role.
Research is particularly important to produce change as was seen by the work of 
psychologists in the 1950s. It may not always be immediately accepted, especially if it is 
challenging an established practice, but it is one of the ways of getting things changed, 
and helping to develop a set of theories that are most likely to offer people the quality of 
life they want. In the case of resettlement, this includes challenging the validity and 
implementation of resettlement plans and the use of the principles of Normalisation.
Mesibov (1990) suggests the goals of Normalisation are often unattainable and vague and 
that the system is undesirable, he goes on to say that in the case pf autistic people. 
Normalisation had led to inappropriate practices. Furthermore, the emphasis on 
integration in Normalisation may in fact be more distressing to individuals than 
normalising. Social comparison theory (Festinger, 1954) suggests that psychological 
processes may take people who have disabilities and who compare themselves to others, 
feel worse about themselves. Coleman (1983) confirmed this when looking at the self­
esteem of segregated and non-segregated children. Those that were segregated felt better 
about themselves. Interestingly, the mothers of these children thought it would be the 
other way round. Thus, as asked by Szvios (1992), is integration a means or an end? 
Research carried out by psychologists should help with the question “how can we do it 
better?”
Outcome studies on deinstitutionalisation are important to answer this question. Work by 
Donnelly et al (1996) highlight obstacles to Normalisation, such as the availability of 
“ordinary” accommodation, and the need for purchasers and providers to be more aware 
of contracting and delivery services to prevent institutionalised services. The closing of 
Darenth Park Hospital in Dartford (Korman & Glennerster, 1985) is another example of a 
research role. This study had direct implications for resettlement copceming levels of
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ability, the extent of the losses when leaving hospital such as employment, as well as 
friends, and went on to suggest how to do it better (Korman & Glennerster, 1985, Brook 
and Bowler, 1995).
The role above is an ideal role, one that encompasses all that a clinical psychologist could 
offer to resettlement. It is unlikely that this would be requested in its entirety, and the 
role of the clinical psychologist in resettlement is often to do what they are asked to do, 
not what they can do. Resettlement is, in reality, often “haphazard and uncoordinated” 
and is “dependent on personal commitment of individual officers and undermined by lack 
of funding and NHS reforms” (Collins, 1993).
2.5. Conclusion.
The introduction of the internal market within the NHS, which brought with it a division 
between bodies buying services and bodies providing services (the purchaser-provider 
split), may bring about new challenges for services working with people with LD. With 
the purchaser-provider split, it must be questioned how much purchasers understand the 
needs of people with learning disabilities and the differing criteria needed for each 
individual. People with learning disabilities are not a heterogeneous group, and by 
legislating as if they were, the service that can be offered will always be inadequate. The 
driving forces behind care in the community have been described here both in terms of a 
change in thinking and a change in policies. The role of the psychologist was important 
to this in the beginning by questioning the assumptions that had been n%ade about people 
with learning disabilities. The role is to continue in this questioning, bpth of the service 
they are offering and of the research and rationale both encouraging and prohibiting it.
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3. CHILD AND ADOLESCENCE ESSAY
Childhood bereavement has a less deleterious effect 
upon children’s psychological outcome than does
marital discord.
Year Two
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3.1. Introduction.
Childhood bereavement and divorce represent stressful and life changing events for both 
children and adults. The following discussion will focus on the possible short and long 
term effects of these events and discuss both the methodological issues and the vast 
number of mediating factors that make drawing conclusions difficult. The discussion will 
focus solely on the effects on the child, and will only be discussing literature addressing 
parental loss both in bereavement and divorce, although it is recognised that loss of a 
sibling could also be deleterious.
Separation and loss as predisposing factors of maladjustment came initially from the 
psychoanalytic literature, drawing heavily from Freud’s (1917) “Mourning and 
Melancholia”. This emphasised the disruption by the loss of a loved object and the 
relationship of this loss with psychological effects in adulthood (cited in Camper, 1983). 
Lloyd (1980) suggested loss left individuals vulnerable to depression later in life, serving 
as a predisposing factor. Bowlby (1969) further emphasised this connection, concluding 
from his infant observations that that loss of a mother during early childhood creates an 
“enduring nucleus” of depressed affect that may resurface in adulthood with a further 
loss or rejection. Divorce and death are both associated with loss and separation. Thus 
the theory would predict a deleterious effect on psychological outcome following both. If 
however the loss is considered within a wider framework than just the individual, the 
results may show this not to be so. Where possible this discussion will fry to include this 
wider framework. Bereavement will be discussed first, followed by divorce.
3.2. Bereavement.
3.2.1. Ch ildhood effects.
Theorists initially questioned whether children were able to grieve, and focused most 
heavily on the adult reaction to childhood bereavement, as such, there has been little 
systematic research on the psychological effects on children. Studies which have
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recorded the effects of bereavement on children, have reported several symptoms 
including depression (Weller et al 1991^) and regression, such as bed wetting and 
impairment in school functioning (Van Eerdewegh et al, 1982; Kranzler et al, 1990). 
These effects appear to be mediated by age with younger children tending to show 
regression, while adolescents are more likely to show something comparable to adult 
depression.
In a recent discussion on the effects of bereavement on children, Dyregrov (1994) 
discussed immediate reactions to bereavement, and reported that research in recent years 
has found less psychopathology in children than even a decade ago, suggesting a change 
in perception of the way children grieve. He concludes that in the first year of 
bereavement there are a wide variety of cognitive, affective and behayioural states, but 
that no collection of symptoms can be considered typical. Furthermore comparison across 
studies has shown a large variation in reported effects of disturbance from 17-75% of the 
samples.
Reasons for the differences in symptoms and prevalence of symptoms may come from 
both the effect of other mediating factors and poor methodology. Dyregrov (1994) 
suggested mediating factors could include the nature of preexisting family relationships, 
post-bereavement relationships, and temperament and personality of the child and family, 
i.e. support seeking and support attracting characteristics. Additionally, when a stable 
family home is taken into account there is little effect on the child (Fristed et al, 1993). 
Further Kranzler et al (1990) reported that the child’s ability to report grief, led to 
improved functioning, and a drop in income and parental disturbance were associated 
with a poorer outcome, as was childcare, post-bereavement, as reported by retrospective 
studies (Harris et al, 1986; Breier et al, 1988). Thus the child’s reaction to bereavement is
 ^ It should be noted that a series of studies using the same sample presented a number of separate results 
Weller et al, 1991; Sood et al, 1992; Fristad et al, 1993.
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unlikely to be simple and a move towards a more systemic conceptualisation may prove 
more fruitful in terms of both understanding and intervention.
The methodological weaknesses associated with this literature make it further confusing. 
Firstly many of the earlier studies’ samples were self referred, or were previously being 
seen for behavioural/emotional problems prior to bereavement, and control groups have 
often included quite extreme cases including depressed inpatient children (Weller et al, 
1991). Various data collection techniques make comparisons difficult, techniques that 
have frequently been compromised by their reliance on a single perspective of the child’s 
functioning. This has invariably not been the child’s. This is a particular problem as 
childhood grief appears to differ from adult grief, often taking the form of play in young 
children and may be misreported or under reported by adults.
Despite these shortfalls consistencies do occur and suggest that children tend to present 
with internalised problems, although this is age dependent with younger children having 
a more diffuse presentation. Further, by one year post bereavement the majority are 
showing very few clinical symptoms (Van Eerdewegh et al, 1982), but where symptoms 
did occur, boys tended to do worse than girls. In terms of age retrospective studies, there 
has been some evidence to suggest that loss before eight years was most detrimental. 
Overall, the literature suggests that bereavement does have an impact causing 
psychological distress, but the majority of symptoms are transient, albeit over several 
years.
3.2.2. Longer term effects.
Studies have also investigated the longer term effect of bereavement, following the 
suggestion from the theory that deleterious effects are more likely to be observed in 
adulthood. As could be predicted from the theories, studies in this area have concentrated 
heavily on the relationship between childhood bereavement and affective disorders such 
as adult depression. The data around this area has, however, been clearly contradictory.
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with poor methodology often being blamed for spurious results. An overview of the 
literature shows studies suggesting an association (Brown, 1961, cited in Crook and 
Eliot, 1980; Dennehy, 1966; Munro and Griffiths, 1969) and studies suggesting no 
association (Roy, 1978; Pitts et al, 1965). Additionally where results have been positive 
the specificity of effect in terms of severity of depression and association with maternal 
or paternal death, have often been inconsistent (Munro and Griffiths, 1969; Brown, 
1961). The shortfalls in the methodology will be reported to show the limitations of the 
studies showing a positive relationship in this area.
Within this field there has been a heavy reliance on retrospective studies. This is 
problematic in making conclusive statement about effect for several reasons. Firstly, 
retrospective data will not give any clear insight into factors other than the childhood 
bereavement that may have resulted in depression, as factors pre- and post-bereavement 
cannot be objectively noted or controlled for. Further, the use of retrospective data also 
frequently includes the use of retrospective diagnosis, usually from different sources thus 
effecting the consistency of diagnosis (Dennehy, 1966; Munro 1966; Birtchnall 1970a, 
1970b, 1970c, 1971, 1972; cited in Tennent et al, 1980). Imprecise diagnosis and 
definition has also been an independent variable for which studies have been criticised 
(Brown, 1961).
In addition to the use of retrospective data many studies, which Jiave reported an 
association, have used inadequate control groups (Brown, 1961; Beck et al, 1963; Forrest 
et al, 1965), and have drawn the experimental group from within depressed patient 
samples. This would suggest that the results cannot be generalised and would call into 
question any attempt to associate bereavement with depression for the general 
population.
Further, evidence has suggested that parental death, and depressipn are separately 
associated with an individual’s age, the age of the parent at birth, social class (Birtchnall,
37
3. Child and Adolescence Essay
1972; Langer and Micheal, 1963), and geographical area (Hill and Price, 1967, cited in 
Crook and Eliot, 1980) yet few studies have controlled for all of these factors. Along 
with the use of unmatched control groups and depressed patient sample^, the composition 
of the control group has also been questioned (Dennehy, 1966). Many of the studies had 
used general hospital outpatients as controls or non-depressed psychiatric patients. 
Dennehy argued that a large body of literature reported non-organic psychiatric disorders 
in these patients, and as such the use of community populations as controls would be 
more appropriate. The use of psychiatric patients does “allow for an evaluation of the 
specificity of the effect, but does not establish the effect itself’ (Tennent et al, 1980).
Following her own concerns about inadequate control groups, Dennehy (1966) attempted 
to determine the bereavement rates within the normal population. However after finding 
consistently high rates in three population samples, she concluded that they were 
spurious and returned to the 1921 census data as a comparison. The psychiatric 
population drawn from the same high incident population was however used, and 
Dennehy reported a higher incidence of childhood bereavement for this group. Hill and 
Price (1967), have, however, suggested that the population samples may in fact have 
been accurate and that there are regional differences which are not picked up using the 
census data. This is backed up in Brown & Harris (1978) where patients seen by GPs 
were included, this group also reflected a higher incidence than the national average.
The use of census data as a comparative figure is not likely to take into account regional 
differences. Furthermore, census data only gives an indication of age and sex, misses 
other demographic variables seen as influential in both depression and bereavement, and 
can provide erroneous death rates that may be used inadvertently (Tennent et al, 1980).
Although several studies have shown an association between childhood bereavement and 
adult depression, many have not. Those not supporting the hypothesis Jiave tended to be 
better controlled (Pitts et al, 1965; Hudgens et al, 1967; Roy, 197g), or used more
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appropriate control groups (Birtchnall, 1970c). Finally, Roy (1978) (cited in Tennent, 
1988) found no higher incidence of bereavement in a sample of depressed women than 
for matched gynecological controls, and subsequent studies by Roy (1981) using matched 
controls and community studies have also failed to find a relationship.
As well as studies looking directly at the association between childhood bereavement and 
adult depression, studies have also attempted to look at the possible associations between 
childhood bereavement and other psychiatric problems. Hopkinson and Reed (1966), and 
Forrest et al (1965) have both reported no associations with manic depression, although 
their control groups were those used by Brown (1961), and thus are subject to the same 
crükdsnw. ITovKMrer, in suppori ofthi%, Ghegory (1966) ako foun^ no drifeKwces hi 
incidents of bereavements between different diagnostic categories.
The results from the literature above present a confusing picture that makes drawing 
definitive conclusions difficult. The theoiy behind a possible association of childhood 
bereavement and adult depression seems intuitively correct, but due to the weakness of 
the methodology it is not possible to draw firm conclusions and several authors have 
rejected an association (Tennent, 1988).
The deleterious effect of childhood bereavement has not then been proved in terms of 
depression, yet retrospective studies with undergraduates, have reported other possible 
difficulties. Psychosocial deficits in men who reported the death of a father before 5 and 
afkr 12 werereporkd (Oshnuu^, 1975% MweUaK a üfficuhy vridbinüwaacy (Jacobson 
and Ryder, 1969, both cited in Finkelstein, 1988). An increased number of clinical scales 
on the MMPI, has also been noted in students (Deitrick, 1984). These findings were not 
lK)wever supposed IFiiüarisürin (1988) vdio found no (üfGrençe in personahty 
measures. The findings are difficult to compare due to the use of different measurement 
tools, and the results are likely to be skewed as the participants would have been 
voluntary and from a specific population. There does, howpver, appear to be fewer
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studies in this area and more investigation may show social as opposed to emotional 
deficits following childhood bereavement.
In addition to the methodological problems cited above, the research has frequently 
Ignored the possibility of the effect of confounding variables on long term outcome. Thus 
bereavement has been viewed as a global entity having an acute effect that may resurface 
following similar losses as an adult. This has not been proved (Brown et al, 1977). The 
impact of bereavement could be mediated by inter-relational factors such as extra family 
supports, character of the surviving parent, family dynamics pre- and post-bereavement 
and relationships with dead and surviving parent, as well as t(ie child’s level of 
development at the time of bereavement.
3.3. Divorce and marital discord.
A wider number of factors have been investigated in terms of parental separation through 
divorce. The psychological effects on children of divorce and marital discord have been 
well reported as deleterious. This discussion will first consider the research concentrating 
on divorce as a single entity, and then report on the literature that takes a more systemic 
approach, viewing the family interactional system as a whole. This will not however 
include a full discussion of step-families due to limitpH space.
3.3.1. Ejfects on the child.
Studies have tended to report fairly consistent results of childhood distress following 
divorce (Hetherington et al, 1982; Wallerstein & Kelly, 1980). With the psychological 
effects being marked by emotional and behavioural disturbance. These effects have 
generally been reported as externalised behaviours, with the most severe effect in boys. 
The time following divorce has also been marked by aggressive, impulsive and antisocial 
behaviours, initially at home and school, with peers and family.
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As well as gender, the responses of children have also been strongly linked to their 
developmental level. Boys are more likely to be affected if the divorce occurs at an early 
age, whereas girls are more likely to be effected in adolescence (Frost and Pakiz, 1990). 
Initial reactions of younger children have included behavioural regression, showing 
intense worry about being abandoned or separation from parents, and showing 
behaviours such as sleep disturbance, irritability, tearfulness, aggressiveness and 
inhibition in play. Through the latency period children of 7-8 years exhibited depressed 
symptoms, expressed grief for the missing parent (usually the father) and longed for his 
return. There was also fear about the replacement of the parent. These remained even if 
the pre-divorce relationship had been abusive. Conflicts of loyalty ^nd reconciliation 
fantasies were also common. Nine to twelve year olds were more likely to hold one 
parent responsible and showed maturity and poise in dealing with the situation. The 
children of divorce have also been reported as more lonely and bored (Zill, 1983). 
Adolescents exhibited a wide range of responses, and showed deeply critical views of 
their parents.
As well as the social and behavioural difficulties experienced by children, there is also 
evidence of detrimental effects on academic performance (Guidubaldi and Peny, 1984). 
The evidence is consistent but small, and when confounding variables are taken into 
account they become insignificant. Divorced children do, however, appear to have less 
motivation and poor self concept in regard to academic work (Long et al, 1987). This, 
too, may be mediated by age, with children whose parents divorced at an earlier age 
having less difficulty (Kelly, 1993), however factors such as more frequent absences, and 
less time on homework could contribute to poorer academic performance.
Along with these observations, data also suggests that children of divorce are over 
represented in clinic populations (Zill, 1983 cited in Kelly, 1993; Kalter, 1977), and 
taken together suggest that children of divorce suffer deleterious effects emotionally, 
socially and academically. Yet, despite the emotional and behavioural problems found in
41
3. Child and Adolescence Essay
post-divorce children, follow up studies of between six months and two years showed the 
majority of children have improved. Kelly (1993) reported both children and adolescents 
functioning within normal limits post divorce, thus in many cases diyorce is seen as a 
difficult period characterised by acute responses, which tend to be transitory. The 
response will, however, be influenced by pre- and post-relationships between parents and 
within the family.
3.3.2. Longer term ejfects.
Effects are not transitory for all children. Wallerstein’s study (1991) reported longer 
term detrimental effects of divorce over 5, 10 and 15 years, and Hetherington (1989), on 
a 6 year study, found that at 2 year follow up many problems persisted. Children were 
reported with persistent depression (up to a third in the Wallerstein study), with the age 
and sex of child no longer being critical. At the ten year follow up, 30% had engaged in 
moderately serious illegal activities, with many were showing an occupational and 
educational decline from their middle class roots. Results of the six year follow up to 
Hetherington’s study showed a stability of behaviour over time, with boys still showing a 
predominance of externalising behaviour problems and girls internalising problems. It 
also reported less social competence for boys, possibly due to continued isolation from 
peers and teachers following aggression and bullying post divorce (Wallerstein, 1991). 
The difficulty with socialisation, was reported from several perspectives, including the 
boys themselves. Academic, as well as social behaviour, was also reported as an area of 
continual difficulty at 2 years (Guidubaldi et al 1983; Guidubaldi and Perry, 1984,1985). 
Thus for some children the effects of divorce do not appear to be transitory.
In her latest follow up of children from divorce after 15 years Wallerstein reported on 
those entering adulthood (Wallerstein, 1991). At this time she reported the “sleeper 
effect”. This was related specifically to women who had come through the divorce period 
with little detriment, but who on entering adulthood had begun to show signs of 
difficulty. These difficulties were in relation to making adult relationships with men.
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They reported intense fears of commitment, and showed anxiety about these themes with 
what Wallerstein describes as crippling effects. The effects being more likely if the 
I)arerital(iivor(:e ha(l<)ccurred later (Termeiit 1S»88). biuoagpsneisifKinai el!bct()fdivo]%;e 
and mantal instability has also been reported (Pope & Meuller, 1979, cited in Tennent, 
1988, Glenn & Kramer, 1985) with women being at particular risk. Paradoxically casual 
relationships, failure to commit, and earlier marriage and pregnancy have also been 
connected with this group (Wolkind, et al 1976; Billingham et al, 1989, cited in 
Wallerstein, 1991; Wallerstein, 1991).
Further UK studies looking at adult effects of childhood divorce at the age of 36, have 
reported that children whose parents divorced before they were 5, showed an incidence 
of delinquency twice as high as controls for both genders. The same study had also 
reported that by 26 this group had more hospital admissions for emotional disorder and 
stomach ulcers than controls (Maclean and Wadsworth, 1988). Increased emotional 
disorder in terms of depression was also reported by Tennent (1988) in his review. 
Tennent, (1988) reports studies associating separation through divorce to adult 
depression (Roy 1981; Bifulco et al 1987). He goes onto suggest possible confounding 
variables not controlled for including parental psychopathology and disrupted parenting 
before separation. The first may predispose children to psychological illness through 
hereditary pathways and poor parenting. Factors effecting the second will be discussed 
further within the context of marital discord.
Wallerstein (1991) concludes that a significant amount of children suffer post divorce, 
showing later depression, a greater likelihood of divorce, and more maladaptive life 
pathways. As this is not the case for all children of divorce, mediating factors need to be 
investigated if a more specific understanding of the effects of divorce are to be reported, 
and appropriate intervention is to be considered. Firstly, the reliability of the current 
findings to the general population needs to be discussed.
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3.3.3. Current findings and their Reliability.
It is important to show the limitations of some of the literature that has been used in this 
discussion. Several of the studies have only used middle class white families 
(Hetherington et al, 1982; Wallerstein, 1991), and some of the conclusions are based on 
clinical populations, thus making generalisations to the wider population unwise. In 
addition, it is not always clear when assessments are being conducted in terms of time 
following a separation or following a divorce. Emery (1988) also suggests that 
insufficiently reliable measures have been used and causation has been inferred from 
correlation. While Tennent (1988) has argued that parental psychopathology has not been 
well controlled for, and other variables such as parenting environment pre-divorce have 
not been considered. Further mediating factors have also been suggested by Wallerstein 
who concluded, after her five year follow up, that adjustment was predominately related 
to overall quality of life, suggesting that this could buffer the effect of divorce.
Events following divorce such as remarriage have not been clearly reported in terms of 
overall effect, but it has been reported that girls tend to have a poorer outcome in this 
situation compared to boys. In the same vein mother custody families have predominated 
the studies and there has been suggestion that children do better with ?ame sex parents, 
thus perhaps disadvantaging boys (Wallerstein, 1991).
In terms of contact following divorce, separation from one parent has been described by 
children as negative (Hetherington et al, 1982) and studies have reported better 
adjustment when contact has been frequent and predictable, especially in boys. Contact 
has also been associated with improved behaviour. Results, however, have not been 
consistent (Kelly, 1993). This is likely to be less significant than factors such as parent- 
child relationships and family conflict. Similarly studies have also attempted to find links 
between custody arrangements and child adjustment (Camera and Resnick, 1988 cited in 
Kelly, 1993) with type of custody not being predictive.
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The adjustment of children to post divorce has been more clearly related to parental 
behaviour, with Kelly (1993) concluding that this is becoming one of the central factors 
effecting children’s post divorce adjustment. Maternal depression apd anxiety at the 
beginning of divorce proceedings predict children’s emotional and social adjustment two 
years later (Kline et al, 1989; and Katler et al, 1989) goes on to say that mother’s social 
adjustment is predictive of boys’ psychological wellbeing, \yhereas mothers’ 
psychological wellbeing is predictive of girl’s adjustment. Neither interparental hostility 
nor time with the father was predictive (Kelly, 1993).
Further, Breier et al (1988) showed that in individuals experiencing parental lossf the 
relationship with the custodial parent and the stability of home life was a predictor in 
later adult depression. However pre-loss parenting was not controlled for. As reported 
previously a deterioration of parenting following separation has been predictive of child 
behaviour problems. The studies further report that positive parenting and relationships 
can buffer the effect of divorce.
3.3.4. Marital discord and family relationships.
Follow up of six years for Hetherington’s study showed that parental disharmony and not 
divorce per se was more predictive of child emotional disturbance. Thus a discussion of 
discord pre- and post-divorce is necessary.
Studies have established that divorce can be detrimental, and that mediating factors such 
as parental relationships and conflict may reflect its effect. In line with this research 
studies have begun to investigate the effect of family conflict on children of intact 
families (Emery, 1982).
 ^Loss was not specifically related to separation through divorce, but did include this and the results were 
separated out and remained significant for divorce and bereavement.
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The following results have been reported: Children in low conflict divorced families 
were better adjusted than those in high conflict married families (Hetherington et al, 
1982), and that high conflict following divorce especially if it included violence was 
closely linked to continued problems, in particular somatic and psychosomatic 
symptoms. Further studies interested in intact families have described emotional and 
behavioural problems apparent some years before separation (Block et al, 1986, cited in 
Wallerstein, 1991), and comparisons of children separated from parents by death and 
divorce, show that children separated by divorce display behaviour problems whereas 
those separated by death do not (Gregory, 1965). The correlation between discord and 
poor adjustment is, however, low (Kelly, 1993), and more recent studies have suggested 
that these relationships are not simple or universal, and that it is not conflict per se that 
effects children, rather it is the way the conflict is acted out.
Studies assessing overt conflict in front of children have found it predictive of behaviour 
problems in boys (Porter and O’Leary, 1980), and conduct disorder in girls (Johnson and 
O’Leary, 1987), and Jouriles et al.(1989) reported that verbal and physical aggression 
predicted family adjustment. Many studies have, however, relied on parental reports of 
conflict and child reactions. Replication with child reports and ipore independent 
assessment of conflict would be beneficial.
As well as overt conflict shown between parents affecting family adjustment, parental 
discord can also be seen as having an indirect rather than direct effect on the child. 
Tschann et al (1990) reported where there was conflict, parents were more rejecting of 
their child and used them more for emotional dependence and expression of the conflict. 
All of which have been cited as risks for psychological health (Kelly, 1993). The 
occurrence of children showing behaviour disturbance in conflictual homes has also been 
attributed to social modeling, in that as children see their parents resolve disagreements 
through conflict they model this behaviour. This modeling has also beep attributed to the 
increase of behaviour problems post separation in which a challenging enviromnent
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causes children to use this maladaptive coping strategy (Camera and Resnick, 1989). 
Conflictual strategies have also been attributed to solitary or withdrawn play, and poorer 
child-parent relationships.
Buchanan et al (1991, cited in Wallerstein 1991) has further described how discord can 
effect children’s adjustment. This study cited the difficulty of being caught between 
parents as a risk factor for children, and describes it as one of the main dangers. Being 
caught was described as taking messages for parents and reporting information about 
them to each other. This had a long reaching effect with adolescents being more 
depressed, anxious and deviant up to four years following a separation.
While deleterious effects have been reported in connection with both divorce and 
discord, it is recognised that neither can be seen as a discrete factor causing a universal or 
predictable effect on children, and the children of divorce and conflict cannot as a group 
be called “disturbed” (Kelly, 1993). The evidence above suggests that there are a number 
of factors in the child, parent and family that can either protect the child or lead to 
deleterious psychological outcomes in children of divorce and marital djscord.
3.4. Comparisons-similarities/differences.
Both divorce and bereavement do effect children, however studies for both have shown 
that effects tend to be short lived and the majority of children return to functioning within 
normal limits. The bereavement literature has had less to say about the factors effecting 
those children that do not readjust within this time, and would benefit from the use of 
longer term prospective studies. The literature for divorce supports the notion that 
divorce has a deleterious effect on children, and specifies areas such as adjustment and 
social and academic achievement.
The effects pre- and post-divorce can set in motion a series of events that can further 
disadvantage children in these avenues and by adulthood can have q profound effect.
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Although the post bereavement effect has been studied, there has been less attention 
given to pre-bereavement issues, such as the nature of the death and the child’s 
preparation and understanding of it. Parental mental health pre-bereavement may also 
have an effect if there has been a long illness, and feelings of guilt as w^ll as grief may be 
present if the family relationships had been poor. There have bpen many issues 
associated with adjustment following divorce, one of the strongest being pre-divorce 
relationships, this may also effect bereavement.
There have already been commonalties of adjustment drawn from the literature, in terms 
of post loss adjustment, such overlap has included parental adjustment to the separation, 
in terms of both their parenting skills, and related to that, their own mental health. These 
factors both having a significant effect on children’s wellbeing. With areas of overlap the 
divorce literature may be able to inform the bereavement literature to further 
understanding of children who are slow to readjust. Further, bpth the work on 
bereavement and divorce has generated some models of the process of separation through 
which it may be possible for clinicians to intervene (Baker et al, 1992; Wallerstein 1984). 
Both models describe a series of tasks through which the child must pass. In terms of 
divorce the stages include: a good relationship with the non-custodial parent, and an 
ability to relinquish longings for the pre-divorce situation. The bereavement model 
includes understanding, self-protection, accepting the loss, re-organisation and a return to 
developmentally appropriate tasks. As suggested throughout this essay the child’s ability 
to do this will be mediated by different factors, and it should be remembered that neither 
of these populations form uniform groups.
Although there are commonalties, bereavement and divorce are also very different. 
Bereavement is less common in the population, and social and cultural norms necessitate 
bereavement being viewed differently. It is likely that there will be increased support for 
both parents and children following bereavement, and that this being ap inevitable event 
in life separates it from divorce. If there has been an illness, bereavement may also
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sometimes be a relief, and punctuate the family’s life enabling them to move on. In 
addition there will not be the continued stress of parental conflict following the event.
The research so far suggests that, particularly in terms of long term outcome, parental 
death is less deleterious than divorce in the context of marital disharmony. It also 
suggests that children are able to overcome these adversities, and thus neither event 
necessitates difficulties. Although both will be associated with distress, and mediating 
and contextual factors will be important.
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4. OLDER ADULT ESSAY
What is the potential for psychotherapeutic work 
with people with dementia?
Year Two
59
4. pider Adult Essay
4.1 Introduction.
Dementia^ effects approximately 5 % of the population over the age of 65 (Terry and 
Katzman, 1983, cited in Midence and Cunliffe, 1996) and has been characterised by 
“the development of multiple cognitive deficits that are due to the direct physiological 
effects of a general medical condition” (DSM IV cited in Woods and Roth, 1996). It 
is also characterised by increased dependency and difficulties with social functioning. 
Until relatively recently care for people with dementia focused almost exclusively on 
meeting people’s physical needs, with less significance attached to their social and 
emotional needs. As such the main area of psychotherapeutic work in dementia care 
had tended to focus on work with carers, as those suffering from dementia have been 
viewed as lacking necessary cognitive skills for psychotherapeutic intervention, such 
as memory, abstract thinking, and insight. This has resulted in the subjective 
experience of those with dementia often being neglected (Cotrell and Schultz, 1993). 
In order, then, to consider the potential of psychotherapeutic interventions with 
dementia there needs to be an acceptance of the social and emotional needs of 
individuals with dementia.
A predominant culture perceiving dementia as an increasing madness with increasing 
hopelessness (Kitwood, 1995), is unlikely to consider psychotherapeutic interventions 
as necessary or useful, and is likely to create a culture where the individual is 
determined in terms of their illness and limitations, neglecting their subjective 
experience and environment (Kitwood, 1995). An increased interest in a person 
centred approach to dementia care has challenged this traditional view (Bell and 
McGregor, 1995) and placed an emphasis on an approach that is not driven by 
symptoms of cognitive decline but of legitimate subjective experience. Within this 
new framework, interest in the potential of therapeutic work with people with 
dementia has increased. This new view of dementia provides a context for revaluation 
of clinical experience and opportunities to consider explanatory theories about 
behaviour, emotion and experiences for the dementia sufferer within which there may 
be potential for psychotherapeutic intervention.
Although it is recognised that some dementias are reversible, this essay will only concentrate on those 
that are irreversible, as such it will be considering psychotherapeutic intervention within the context of 
degenerating cognitive ability.
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The present essay will define psychotherapeutic work as “a meçhanism for the 
expression and reduction of (negative ) feelings”, (Bonder, 1994) and will concentrate 
on both specific work with the individual and the potential for psychotherapeutic 
environments. It will attempt to discuss the theory and clinical observations that 
contribute to the definition of potential and to define the aims and objectives of the 
psychotherapeutic approaches currently used with people with dementia including a 
discussion of their application. Current outcomes and methodological difficulties 
associated with both the beginning of an understanding of dementia and a progressive 
disease will also be discussed.
4.2. Scope for intervention.
Within this framework the change of emphasis from a purely medical model to an 
increasingly psychological one, where the individual is not determined solely by their 
symptoms and where subjective experience is valid, has led to challenges being made 
to the acceptance of disability associated with dementia. Whereas previously, 
associated behavioural and emotional changes were attributed solely to the disease 
process, the lack of evidence associating the degree of cognitive impairment with the 
level of behaviour and emotional disturbances has led authors to question this 
assumption (Stokes, 1996). This dubious relationship offers potential to explore social 
and emotional causes for these disturbances rather than relying on exclusively organic 
explanations, suggesting scope for intervention.
In order to suggest that psychotherapeutic intervention can be helpful in alleviating 
social and emotional disturbances not directly associated with the course of dementia, 
it is necessary to define associated symptoms in terms of primary and secondary 
symptoms. Primary symptoms are those brought about directly by the dementing 
process such as memory impairment. These will not be discussed in terms of 
psychotherapeutic intervention within this discussion, although it is recognised that 
intervention can be useful with these symptoms i.e. memory re-training. Secondary 
symptoms, which will be focused on here, are defined as those symptoms causing 
increased and potentially unnecessary disability, for which the “new culture of
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dementia care” (Kitwood, 1995) suggests the potential of psychotherapeutic 
intervention.
4.2.1. Secondary symptoms.
It is suggested that affective disorders associated with dementi^, in particular 
depression, can be classified as a secondary symptom and that psychotherapeutic 
work can be done to alleviate it. Although it could be argued that depression in people 
with dementia is a primary symptom associated with changes in the brain in dementia, 
some precipitating and maintaining factors of depression can be divorced from 
organicity and explored. Two possible causes will be suggested here. The first is that 
negative affect is a reaction to the perceived losses and fears about dementia, while 
the second, is that negative affect can be associated with the environment and the 
quality of interactions experienced by the individual with dementia.
Until recently there was little written about the emotional reactions of the individual 
to the diagnosis of dementia (Bonder, 1994), but there are now several studies 
reporting affective reactions to the diagnosis and cognitive losses. Several studies 
have reported various emotional reactions, including anger, suspiciousness, 
frustration, anxiety, sadness, hopelessness, helplessness and self blame (Soloman and 
Szwabo, cited in Bonder, 1992). By far the highest reported emotional reaction is 
depression, with Midence and Cunliffe (1996) reporting an incidence of between 30- 
50%. As many of these reactions occur early in the disease process the potential for 
adapted forms of intervention used with other depressed groups including those with 
terminal illness has been investigated and will be discussed later.
As well as the emotional reaction of the individual to the diagnosis of dementia, 
several authors have reported the “idea of a dual attack” (Kitwood, 1995) for the 
individual, suggesting that they must contend with both the neurological breakdown 
and an environmental breakdown. Charmaz (1983, cited in Midence and Cunliffe, 
1996) suggests that restrictions in lifestyle are likely to occur to a person with 
dementia even in the early stages of the disease. These restrictiops are likely to 
increase dependency, reduce interaction and lead to further depression. Several
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theories have discussed the importance of retaining a sense of self pr “personhood” 
(Kitwood, 1995) during dementia, and have viewed the breakdown of this personhood 
as a secondary and unnecessary symptom. These ideas generate scope for 
psychotherapeutic intervention.
4.2.2. “Personhood”.
Kitwood (1995) described the increase in disability associated with dementia in terms 
of a “malignant social psychology” the role of which is “instrumental in the further 
breakdown of that person’s sense of self or “personhood”. This he clpims is achieved 
by “treachery, disempowerment, infantalisation, condemnation, stigmatisation, 
outpacing, invalidation, banishment and objectification,” and that it “epitomises the 
disastrous devaluing of persons” (Kitwood, 1997). Kitwood claims that the status 
given to people with dementia is a diminished one and argues for a reversal of this 
status in favour of a more ethical and valued position. This reconfiguration enables 
basic assumptions about the emotional and social needs of people with dementia to be 
made and provides a framework for any empirical investigation. It ip suggested that 
there is a conscious choice about how to view human nature and that, by attributing 
concepts such as the uniqueness of the individual, subjectivity and relationships to 
others (Kitwood, 1997), the identification of the psychosocial impact on the 
individual becomes necessary. This, it is argued is where a potential for 
psychotherapeutic intervention becomes open to investigation.
A redefinition of the behaviour and abilities of people with dementia has also been 
proposed within a social constructionist view (Sabat and Harre, 1992; Cheston, 1998). 
This provides a similar stance as Kitwood, and proposes that people with dementia 
have their disabilities increased by added difficulties brought about within their 
environment. This approach is concerned with the preservation of self and suggests 
that this preservation comes about through an interaction between people, with the 
interaction providing a valued social self, and that personhood is maintained through 
the process of engaging in certain types of spoken discourse.
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Social constructionism rejects the idea that social language is a peutral form of 
expression which is only a reflection of a memory store, instead it views different 
ways of talking as being shaped by the different functions that talk will achieve. In 
particular talk is seen as representing an understanding of the world and enables the 
individual to co-ordinate the social world and creates a shared social identity. Sabat 
and Harre argue for the use of the words “I” and “me” within dementing patients 
vocabulary as evidence of an intact sense of self and identity. This is normally 
maintained, but can be lost if someone is unable to share a language that enables and 
vindicates that identity. Loss of identity, they argue, is a secondary symptom placing 
the person in an undervalued environment, leading to unnecessary secondary 
symptoms.
The aim of any psychotherapeutic intervention must then be to alleviate secondary 
symptoms and to achieve optimum well being (Haupt, 1996). The application of such 
techniques is only possible if, within a culture of dementia care the individual is 
valued and the extent of emotional and social disturbance is not automatically 
attributed to the organic nature of the dementia. The first part of this discussion has 
attempted to suggest that there is potential scope for psychotherapeutic intervention 
for people with dementia for secondary disabilities, and that, as suggested by 
Kitwood, if the assumptions made about an individual’s status and ability change 
there is increased potential for intervention, investigation and theorising. The second 
part of this discussion will focus on interventions currently being used, and the 
relative importance of both individual psychotherapy and a therapeutiç environment.
4.3. Psychotherapeutic approaches.
This discussion will be limited to psychotherapeutic approaches whose main aim is to 
reduce negative feeling through the use of verbal communication and an 
understanding of the subjective world of the individual. As such other potentially 
beneficial interventions such as music therapy and art therapy will not be focused on 
here, nor will family therapy as it does not address the individual’s experience in 
isolation. In addition, cognitive interventions whose aim is to improve memory skills 
will also be omitted. This omission will include Reality Orientation (RO). Although
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RO is recognised to be the most widely researched approach within this field, its aim 
is not to focus on the expression of emotion or the affective experience associated 
with dementia. In addition there has been a tendency to apply RO in a father rigid way 
which has resulted in a corrective approach, without an attempt to understand the 
individual perspective or the reasons for underlying emotions (Morton and 
Bleathman, 1988). This, it is argued, is not psychotherapeutic as defined within this 
context.
Before discussing the approaches that have been included it is necessary to discuss the 
context within which any intervention will occur. Dementia is a progressive disease 
which leads to limitations in cognitive and verbal skills, as such verbal therapies may 
initially seem counter-indicated, given that these approaches require verbal and 
cognitive skills. There is, however, a developing literature within the field of Learning 
Disabilities which suggests that with adaptations this type of therapy can be utilised 
by people with verbal and cognitive deficits (Lindsay & Kasprowicz, 1987). Indeed 
several authors have suggested ways in which adaptations can increase people’s 
potential for using verbal therapies in dementia. These include shorter sessions 
(Hauseman, 1992 cited in Cheston, 1998), the use of audio equippient (Teri and 
Gallagher- Thomas, 1991) and an ability to act as the individual’s memory (Sinason, 
1992, cited in Cheston, 1998). By considering possible difficulties within the 
therapeutic setting the potential for people with dementia to make use of 
psychotherapy increases.
Three specific approaches will now be discussed in terms of their current application 
and potential use for people with dementia.
4.3.1. Cognitive behaviour therapy (GET).
This approach has been designed for work with specific difficulties arising from 
having dementia, to address of issues of loss. As with the general population, CBT 
has been applied to affective problems in dementia. The documented use of cognitive 
behavioural approaches for affective problems is however relatively sparse, but a 
modified Cognitive Behavioural interventions for depression was reported to be
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successful (Teri and Gallagher-Thomas, 1991). This study advocated the use of 
cognitively oriented intervention vrith people who had mild dementia, vrith the aim of 
generating more adaptive ways of viewing specific situations and çvents. Teri and 
Gallagher-Thomas reported reduced depression scores in their group, using 
standardised scales (Beck depression inventory, Hamilton rating Scale).
The results reported were from clinical observations and assessment, and no control 
group was used; however, work evaluating this process with controlled methods is 
already underway (Teri and Gallagher-Thomas, 1991). Teri and Gallagher-Thomas do 
acknowledge the difficulty in using cognitive based approaches with more cognitively 
impaired people, and suggest that the potential for use of this type of approach vrith 
people with dementia may increase vrith increased reliability of early diagnosis. There 
is also evidence from case studies (Sinason, 1992, cited in Cheston, 1998) that this 
approach may have potential when working with this population.
This study does however report positive results in lowering depression with a more 
moderate client group by acknowledging the positive and negative contingencies 
within the environment which interact to maintain low mood. At this time then the 
approaches advocated by Teri and Gallagher-Thomas consider the pptential for work 
with secondary symptoms within both the personal and environmental framework 
discussed above.
4.3.2. Validation Therapy (VT).
The growing interest in the subjective experience of dementia and of the emotional 
world of the person vrith dementia has generated several theories which attempt to 
affirm the individual, one of which is validation therapy.
The aim of validation Therapy (VT) is to stimulate interaction and communication by 
entering into a dialogue with an individual in an attempt to understand feelings 
concealed by confused speech (Feil, 1993). VT is based on a concept of life review 
using a developmental model (Erikson, 1950, cited in Toseland et al, 1997) and 
suggests that some elderly people are unable to accept that they have not achieved
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their goals in life and that this produces underlying conflicts which can cause distress 
if they remain unresolved; it then assumes that people return to the past to resolve 
these feelings (Cheston, 1998). This, Stokes and Goudie (1990) suggest then leads to 
isolation, disorientation, and withdrawal, withdrawing from a present where they have 
no meaningful role. It is suggested, then, that VT provides people with an opportunity 
to resolve these conflicts and to experience the emotions associated with them. It 
attempts to focus on the emotional rather than factual content of the individual’s 
communication, in order to understand the emotional conflict.
Two evaluated studies using VT have reported some positive results. A greater ability 
to share feelings and problems was reported by Morton & Bleathman, (1991), but an 
increase in degree of interaction was not reported. These results were however only 
based on a sample of three participants, and the severity of the dementia was not 
reported. Toseland et al, (1997) investigated the effect of VT in comparison to social 
contact and usual care. Eighty eight participants with moderate to severe dementia 
were randomly assigned to the three conditions. This study reported a reduction in 
depression, and aggressive behaviour for participants in the VT condition. It is 
however notable that this did not correspond to a reduction in use of physical 
restraints. Toseland et al further reported that the results offered only limited support 
for VT, as the depression scores were only lower than one of the control groups used, 
and the reduction of difficult behaviour was reported by only one of the two sets of 
observers included in the study. Support for VT has however also been reported by 
non evaluative studies and clinical observations. Increases in verbal and non verbal 
expression (Droes, 1991, cited in Droes 1997; Babins et al, 1988; Fritz 1988, cited in 
Toseland et al, 1997), suggest some potential of VT for use with this population.
There have, however, been criticisms of the VT approach. Firstly, it was developed 
for disoriented people and not for people with dementia, and secondly that some 
studies have not clearly defined their target population, leading to erroneous 
conclusions for the present population (Midence and Cunliffe, 1996). In addition the 
premise upon which this approach has been based is a developmental one based on 
Erikson s stages, one of which has been described as resolution versus vegetation.
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Midence and Cunliffe (1996) question whether people with dementia could be 
encouraged to enter in to this stage, especially in the later stages of the disease (Feil, 
1993). This has led some authors to conclude that this is not useful for dementia, 
except perhaps in the very early stages (Stokes and Goudie, 1991). Secondly, there is 
little to suggest that this approach has any lasting effects, or greater benefit than other 
approaches (Woods and Roth, 1996). With so little research into this approach it is not 
possible to draw definitive conclusions about its role in dementia cafe.
4.33. Reminiscence Therapy (RT).
Reminiscence Therapy (RT) has been used with people with dementia with an aim of 
fostering contact and increasing interaction. This approach uses photographs, music, 
and items from the past to stimulate memories and interaction. It h^s been suggested 
that the activity of reminiscing about the past is one, which has “adaptational 
sigmficance” in later life for all older people (Butler 1963, cited in Thorton and 
Brochie, 1987). The concepts and hypotheses upon which this is based do however 
have little empirical evidence and stem mainly from the psychoanalytic literature, 
making scientific evaluation difficult, (Romaniuk and Romaniuk, 1981, cited in 
Droes, 1997). However it is suggested that as the long tenp memog of those with 
dementia is relatively more intact than the short term memory this approach can be 
used to “reach” people with deteriorating short term memory and subsequently 
increase interaction.
Evaluative studies are few, and the results both within and between studies are 
ambiguous. Head et al (1990) reported increased interaction from the reminiscence 
group in comparison to a control in one group home, but was unable to report any 
changes in a second home. A similar finding was reported by Baines et al (1987) who 
also showed improved orientation and function within one group and no change 
within a second. This ambiguity in results has led some authors to conclude that this 
type of activity is enjoyable but that it has no lasting or generalisable effects (Roth 
and Fonagy, 1996).
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Other authors have concluded that the role of RT is in doubt (Thornton and Brochie, 
1987), finding no evidence to suggest that it is an activity favoured by the old nor to 
have an adaptive significance, thus casting doubt on the validity of the theory 
underpinning this work. Indeed their conclusions, shared by others, are that there is no 
conclusive evidence for its use, and it should be the focus of further study due to 
ambiguities in results. Further, the improvements found by Head et al (1990), were 
found in a home with a relatively poor environment, whereas no change was found in 
the client group within the richer environment. The difference in environments may 
confound the results, which may be attributed to an improved environment for 
residents rather than the intervention itself.
4.3.4 Evidence o f psychotherapeutic work with single case studies 
Further potential of psychotherapeutic work with dementia has come from single case 
designs and case studies (Cohen, 1988; Johnson, 1991; Borden, 1992) which have 
employed a range of psychotherapeutic techniques such as humanistic counselling 
skills. In tenns of early stage interventions. Bonder (1994) reports positive results 
from group therapy citing both Saul, (1988) and Haggerty (1990) as effective in 
providing a supportive environment and in the reduction of symptoms such as 
depression and anxiety. Bonder concludes that the reports of the value for 
psychotherapy with dementia support the intuitive belief that expressing emotions is 
effective in dealing with them. As with other approaches the lacjc of theoretical 
underpinnings make these techniques difficult to evaluate.
4.4. The efficacy of psychotherapeutic intervention.
The approaches reported on above provide some positive starting points into the 
potential for psychotherapeutic work with dementia. It is clear, however, that at this 
stage there is very little in terms of evidence about which approach is most beneficial 
or what the approaches are able to achieve. There is little consistency vrithin the 
findings of different approaches, and the theory underpinning the approaches has 
frequently been poor, with little evidence of theory being derived from the subjective 
experience of dementia.
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In terms of one to one therapeutic work on issues involving dementia, it is likely that 
work carried out at the early onset will be most beneficial. This work is likely to 
centre on working with specific problems associated with coming to terms with 
having dementia such as anxiety and depression caused by perceived loss. Work with 
individuals at the later stage has tended to focus on the conceptualisation that 
behaviour has meaning and that individuals with dementia can communicate if people 
can orientate themselves within the dementing person’s world. It may be the case that 
the potential for work within this framework sits more comfortably within a 
therapeutic environment.
4.4.1. The Therapeutic Environment.
The work above has created an environment within which the assumptions made 
about people with dementia are beginning to change (Kitwood, 1997). Within this 
change is the recognition that the day to day environment of people with dementia is 
important. Challenges made to the “malignant social psychology” surrounding people 
with dementia have begun. Psychotherapeutic intervention with dementia carmot be 
exclusively defined in terms of direct one to one or group work, the importance of the 
environment as suggested by Kitwood and others is also paramount. The importance 
of the environment has led some authors to conclude that a lack of awareness by 
individuals is an indication of poor dementia care (Cheston, 1998), and clear links 
have been drawn between carer stress and disability (Haupt, 1996). The potential for 
psychotherapeutic work with people with dementia through their environment must 
then be considered.
The importance of the environment has been commented on by several authors with 
Dean et al (1993 cited in Woods and Roth, 1996) reporting improvements in cognitive 
functioning, self care skills and communication, with higher levels of activity and 
interaction displayed within a psychotherapeutic environment. (Dean et al, 1993). 
This study was not controlled for, but certainly showed positive results, reinforcing 
the message that some behaviours are attributable not to demeptia but to the 
environment of dementia care.
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Goudie and Stokes (1989) have emphasised the need for a therapeutic environment 
when putting forward Resolution Therapy as a potential intervention for people with 
dementia. Unlike previous approaches. Resolution Therapy has been designed 
specifically for people with dementia. The underlying premise is that the disoriented 
messages received and the confused behaviour observed by people yrith dementia is 
likely to reflect attempts to make sense of the here and now, or represent efforts to 
express need. The meanings attached have an emotional content and if ignored will be 
likely to cause difficult behaviour.
Goudie and Stokes argue that by focusing only on factual errors as in approaches such 
as Reality Orientation, the emotional content of the interaction may become lost. They 
go on to suggest that as emotions are censored by higher cognitive functioning not 
produced by them, it is likely that the ability to regulate feelings may have gone, 
while the feelings themselves remain. The cornerstone of Resolution Therapy then 
becomes acknowledgement of these feelings. This acknowledgement of the validity 
and function of emotional expression and potential interpretation must continue until 
the person by their behaviour and responses appears more at ease. Evaluative outcome 
studies were not revealed from the current literature.
Goudie and Stokes stress that this approach is not to be confined to structured 
therapeutic sessions, but should be carried out daily by trained staff. While this is 
acknowledged in terms of providing a therapeutic environment as suggested by 
Kitwood, there are inevitable difficulties in evaluating such an approach as it requires 
highly trained staff to be vigilant for change. Within a therapeutic epvironment it is 
very difficult to provide a control group, therefore any amount of interaction or 
positive affect cannot be attributed to either the intervention or the course of the 
illness, making any conclusions drawn speculative. In terms of empirical investigation 
such environmental approaches also make isolating particular psychotherapeutic 
interactions very difficult (Woods & Roth, 1996).
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4.5. Summary.
The conclusions that can be drawn from the current discussion are that there is some 
evidence for the potential of psychotherapeutic work with dementia. The tendency for 
all symptoms of dementia to be attributed to an organic cause has l;)een challenged, 
and the potential of psychotherapeutic work has been suggested fpr both affective 
symptoms associated with the early onset of dementia, and the provision of 
therapeutic environments. The work currently being done has challenged the 
normality of the occurrence of secondary symptoms with dementia and suggested that 
psychotherapeutic work with dementia is possible. Methodological shortfalls however 
make definitive conclusions difficult.
4.6. Methodological difficulties.
The above discussion does not allow conclusive results to be drawn about the efficacy 
of the approaches presented in terms of their potential to help people with dementia in 
a psychotherapeutic way. It is clear, however, that it cannot be concluded from the 
results above that there is no potential to vvork with people with dementia in a 
psychotherapeutic way. The current culture of dementia care is one where 
assumptions are being made that people with dementia can benefit from 
psychotherapeutic intervention. That people do retain some insight throughout their 
disease (Bell & McGregor, 1995), and maintain a sense of self, providing potential for 
psychotherapeutic care.
Clearly there is a need for well-organised systematic research in this area. Too few 
studies to date have used control measures or clearly defined evaluative criteria. 
Further, there are few clearly defined criteria for inclusion or exclusions from studies 
(e.g. pre-morbid characteristics, Cheston, 1998) and attempts have rarely been made 
to specify difficulties of group members when studies not involving single clients 
have been used. There is a need for comparative studies both within and between 
approaches, and attempt to assess generalisable effects is necessary if it is to be 
possible to conclude individual work has potential.
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In addition there is no evidence that environmental factors have been controlled for 
when evaluating individual studies. As it has been suggested that the environment 
within which people live can act as an independent precipitant or maintaining factor 
for increased disability, it is unlikely that there will be change brought about by 
individual work if the environment remains hostile. The potential psychotherapeutic 
work with individuals living in group homes will be effected by thçir environment, 
and increased potential for work will be provided if this is recognised.
Much of the current literature has stressed the need for early intervention with 
dementia (Midence & Cunliffe, 1996), suggesting that it is at this point that negative 
emotions around loss and fear can contribute to depression, increasing disability. At 
present however there remains few clearly reliable early indicators of dementia, thus 
work with less impaired clients is relatively sparse. Additionally, there is not a 
reliable indices to assess peoples stages of dementia, and thus deipentia has been 
treated as a relatively homogeneous disorder, effecting people in similar ways. This is 
of course unlikely, and such an assumption may well effect the aims and results of 
interventions. The lack of such measurement tools will also call into question the 
ability for a matched control group (Cheston, 1998).
Results may be further effected by the use of inadequate measurement instruments 
that have not been designed specifically with dementia in mind. Thus pre and post 
assessments of social and emotional needs may remain unclear. As reported by 
Woods & Roth (1996), changes can be very subtle and may take some time to be 
visible within a dementing population. Skilled observers and trained staff are 
therefore also likely to be needed for good evaluation of outcomes.
4.7. Conclusion.
The difficulties reported above reflect the relatively little amount of knowledge that is 
available about dementia, and clearly as is usual the research has not yet been able to 
replicate those finding from clinical work. It may be then, as suggested by Cheston 
(1998), that this body of work could benefit from well reported and designed single 
cases and case reports in order to increase understanding of dementia.
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Finally, as the theory underpinning the current research has rarely been designed 
specifically for individuals with dementia, a focus on the subjective understanding of 
dementia through qualitative approaches may offer more to help to answer the 
question about how best to work psychotherapeutically with dementia. The subjective 
nature of dementia along with the continued cognitive deterioration make theorising 
about, investigating, and working therapeutically with dementia difficult, the 
identification of secondary symptoms not directly associated with cognitive 
deterioration make it possible.
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5. SYSTEMIC (SPECIALIST) ESSAY
Race and Culture in systemic family therapy: An analysis of 
the impact on theory and practise.
Year Three
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5.1. Introduction
Systemic family therapy focuses on the interactions and interconnections of family 
relationships. The impact of race and culture on the theorising and practising of 
systemic family therapy has been significant. However, this impact hag been from one 
cultural perspective, the implications of which were only recently recognised 
(McGoldrick, 1998). This individual perspective has contributed towards family 
therapy taking a clear and quite rigid position on the functioning of the healthy 
family. The dominant cultural influence within family therapy is a white middle class 
western one. Several authors suggest that a white middle class culture does not view 
itself as possessing racial and cultural identities in the same way as it views non 
western cultures (McIntosh, 1998). This lack of acknowledgement has led to the race 
and culture of the west impacting unchallenged on family therapy theory and practise. 
This is despite the country or region of application or the culture of the client. This 
essay will attempt to discuss the influence of this culture, as well as some of the 
changes in systemic family therapy following the acknowledgement that different 
cultures differ in their views of the healthy family.
5.2. What are race and culture?
Krause (1994) provides clear definitions of race and culture: she considers race as a 
“political relationship”, defined by how people are viewed within the larger society, 
and culture as “a collection of ideas about how to do things and how to think about 
how to do things”. This essay will talk most explicitly about cplture, but it is 
recognised that this will be within a racial context. As culture is concerned with 
thought and actions there will be aspects of it that are explicit and others which are 
implicit. These explicit and implicit ideas will be recognisable as cultural to different 
degrees to both the individual and an observer (McIntosh, 1998). The implicit ideas 
are most likely to challenge families and therapists within the therapeutic setting. 
These include ideas about communication style, role expectations and authority, 
attitudes towards work, families and cross generation alliances, as well as what is 
prioritised and how things are negotiated and planned within families. If the family’s 
frameworks for these ideas are not congruent with or understood by the therapist, 
therapy is likely to be unsuccessful.
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5.3. Eastern and Western identities.
This essay will argue that the implicit rules that govern cultural identity for non- 
western cultures have been marginalised by main stream family therapy (Falicov,
1998). The development of theories almost exclusively from practise with white 
middle class western families has led to a theoretical framework that has internalised 
western cultural norms. Subsequently there are implications about the application of 
theories to families outside of this culture.
Before outlining some of the theoretical ideas presented within family therapy, it is 
useful to briefly consider the broad differences that exist between eastern and western 
cultures or identities^ The west values autonomy and self-sufficiency, and considers 
separation and individualisation as reflections of health functioning. The focus for this 
culture is efficiency and self esteem (Fernando, 1995). Within eastern identities this 
differs, with integration and harmony being the main focus. Integration is seen as 
existing between the person and environment, between families and societies and in 
relation to spiritual values. An emphasis is placed on caring and protection of the 
individual through integration within the family (Fernando, 1995).
Western culture privileges individuality and separation from the family of origin, 
whereas eastern cultures privilege connectedness and integration within the family of 
origin. This broad distinction suggests that family therapy developed with the cultural 
influence of a westernised framework may not fit within the framework of other 
cultures. What is seen as normal in one culture may be termed abnormal or 
dysfunctional in another (Nath and Craig, 1999). The following discussion will focus 
on some of the issues within family therapy and how cultural frames may affect the 
perceptions of both families and therapists.
 ^The categories o f Eastern and Western have been used here as broad distinctions between two ways 
of thinking, more specific terms of reference will be used elsewhere when appropriate.
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5.4. Individualisation and connectedness: the impact on assessment and 
formulation.
Family therapy has been considered as a good model of therapy for cultures that 
include complex involvement of the individual within a large and extended family 
because of its focus on social relationships and interactions (Nath and Craig, 1999). 
This focus enables an individual to be seen within his or her familial and social 
context and attempts to understand how this context and the relationships which make 
it up impact on the individual. Difficulties such as mental health problems 
experienced by an individual are then viewed as symptomatic of the relationships 
within this social context.
Krause (1994) has argued that the emphasis placed on the interaction between mental 
health and social functioning in systemic models place them in an ideal situation to 
take account of culture. Typically, this challenge has not been taken up. It can be 
argued that what has contributed to this, is a lack of understanding that the positions 
of connectedness and individualisation have a profound effect on assessment and 
formulation. Assessment and formulation can be culturally led. If therapists are not 
aware of the cultural significance of their thinking it will not be challenged. The 
following has been presented to explore cultural bias within this content.
5.4.1 Life cycle models.
Much of the family therapy literature has included life cycle theories as a tool for 
understanding families (Barret et al, 1999). The developmental sequencing within 
these models can be considered problematic for understanding cultural diversity in 
life cycles. The expectation that each stage of these linear models will be negotiated 
and in a sequence that culminates in a separation from the family of origin denies the 
value of connectedness as a healthy but alternative life pattern (Lau, 1992, 1995). The 
developmental tasks included in these models have a theme of autonomy and self- 
sufficiency. Children are encouraged to be independent and to gradually mix with 
their peer group becoming less influenced by and reliant on their parents (Lau, 1994).
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This western idea influences how healthy family structures, rules and parenting 
patterns are viewed. The expectations of what maturity and adulthood are for cultures 
that do not view eventual separation as the benchmark cannot be incorporated into 
such a model. If models emphasising separation are the only ones available to the 
therapist they will guide hypotheses about separation and may lead to a formulation 
which includes a need for separation within a family that values connectedness. As 
western ideals of family structures underpin what is considered as psychologically 
healthy, systemic thinking will be influenced by this when considering family 
interactions and patterns. Thus despite its superficial suitability for cultures where 
family interconnections are important, (Messent, 1992), the theory supporting its 
application may be inappropriate (Nath and Craig, 1999). This idea is valid for much 
of what will be presented here.
The influence of different cultures within life cycle thinking would suggest that a 
model including changes in “relational roles and beliefs” as central to healthy 
development would be more relevant than a linear nodal model(Barret et al, 1999). 
More circular and recursive models have been postulated (Burnham, 1993), and there 
is a recognition that models need to be able to incorporate different narratives and 
contextual influences for cultural differences to be adequately represented and 
understood (Harwood et al, 1995).
5.4.2. Expectations o f the family in individualistic and connected cultures.
Much of the initial work with families was done with white middle class European or 
North American families where the goal for adulthood is separation from the family 
of origin and the setting up of a new home with a partner (at this time a heterosexual 
partner). Barret et al (1999) argue that this idea has permeated western culture to such 
an extent that there has been a universalising of the idea that has included 
psychological theories of development as well as family therapy. Indeed the concept 
of enmeshment has clearly privileged individualism over connectedness (Lau, 1994), 
labelling the latter as a sign of pathology (Barret, 1999). Within a culture of 
individualisation the nuclear family is considered to be a healthy construct. Great 
emphasis is placed on the marital bond, which is viewed as the primary family
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relationship. The maintenance of this bond is seen as essential to the survival of an 
intact family (Falicov, 1998) and therapeutic intervention will frequently focus on 
strengthening it.
Within a connected culture close family bonds are often more significant than the 
marital bond. Cultures that value connectedness over individualism emphasise the 
place of the individual within his/her family. Interdependence is promoted and 
support for parents and siblings is unquestioned. Within this culture the marital bond 
is not considered to be primary, and a strong parent child bond remains intact and 
central throughout life (Falicov, 1998). The strong bond between parent and child 
“insures continuity with the family of origin” (Hsu, 1971). The importance of being 
aware of this and not pathologising it in therapy has been stressed by several authors 
(Tamura and Lau, 1992; O’Brian, 1994). Roland (1988) considered the concepts of 
individualism and connectedness in terms of self identity. He postulated a “familial 
self’ position for individuals from a connected culture where devotion to the family of 
origin is paramount and respect and honour for the family is the prime focus. 
Individuals are perceived and perceive themselves as belonging within their family. 
Throughout life the family of origin retain a bigger influence and pommand more 
loyalty than do outsiders, including those married into the family.
5.4.3. Family structure.
The differences in perceptions about the goals of adulthood and maturity noted above 
will inevitably translate into differences in the structure of and relationships within the 
family. The dominant white middle class culture which has influenced family therapy 
so greatly has provided a “healthy” framework for family functioning that is based 
within the individualistic framework. Within this framework, following a physical and 
emotional separation from the family of origin, the primary marital relationship 
focuses on their new family. The couple makes the decisions about their family, 
ideally through discussion and negotiation. The parents are viewed as the rule makers, 
and aim at a united front. Alliances between generations are not expected, with all 
children being considered equal with an equal attachment to each parent. Parents do 
not use their children as confidants. Furthermore parental authority is pot static, but is
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a transient status gradually reducing as the child reaches adulthood, and is replaced by 
a more equal relationship (Williamson, 1982 cited in Falicov, 1998). Marital roles 
are considered to evolve through discussion, and the sign of a good jnarriage is one 
that is mutual in respect and intimacy.
Within a connected culture the new wife is more likely to join the husbands family 
(Nath and Craig, 1999). There is no expectation of becoming an independent family, 
thus the pattern of relationships to be negotiated is more complex. The marital 
relationship is not primary and within some connected cultures there is a clear 
hierarchy based on age and gender. A new wife must find her place within this 
hierarchy. As the marital bond is not considered primary, other relationships and 
interaction may provide the main source of support or distress. There are also vertical 
and unequal relationships, dependent on age and gender. There is no expectation that 
both parents will have an equal relationship with the children and greater child 
closeness to the mother is culturally expected, (Del Castillo, 1996). Decisions about 
child rearing are not made exclusively by the parents. There is no reduction of 
parental authority with adulthood, with the hierarchy in the family being firmly rooted 
in age (Hsu, 1971;Tamura and Lau, 1992).
Consider these differences within a therapeutic setting. A therapist who has been 
trained with a model that implicitly incorporates the values associated with the 
individualistic culture but working within the connected culture is likely to isolate the 
client by using a different framework. Issues of who to invite to the session, and 
which relationships should be the focus of the session may be primary to both 
situations, but the implicit goal of strengthening the marital dyad appropriate within 
the first culture may be inappropriate within the second. This will be further 
emphasised by considering the concept of “triangulation”.
 ^Marital will be used to mean any relationship between a man and a woman who are married or living 
as married.
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5.4.4. Triangulation.
Triangulation is a term used to describe a second relationship that interferes with a 
significant relationship such as a marital relationship or one between siblings. Within 
the dominant theoretical framework it has been postulated that such alliances stem 
from problems within the marital dyad and are a sign of family distress. Within a 
western culture this may be an appropriate interpretation and attempts to disentangle 
the triangle can be helpful in resolving family issues. Within a connected culture this 
triangulation may have “cultural values” that if disentangled may result in a more 
precarious situation for the individual (Vasquez and Gil, 1996). For example a 
triangle around a mother and her eldest son may afford her status, protection and a 
closeness to her husband that she may otherwise fail to gain (Vasquez and Gil, 1996).
Triangulation within this context is being attributed most closely to cross generational 
alliances. A further exploration of the significance of these alliances within the 
differing cultures reveals explanations for why they can have a detrimental impact on 
western families, while being useful and functional within connected cultures. This 
difference is one which has not been overtly recognised by traditional family therapy 
ideas. The goal of individualisation and the significance of the primary marital 
relationship ascribed to by (male^) western cultures, would conceptualise a second 
significant other in the relationship as a threat to the primacy of the relationship, and 
hence to the stability of the family; Reinforcing the marital relationship and 
discouraging the triangulated relationship would reduce the threat of instability.
Cross generational coalitions within an extended family will not provide such a threat. 
In this instance the coalitions are pre-prescribed and are reflected across generations. 
These alliances keep the family bonded by maintaining the hierarchy of the family. 
The marital bond is not elevated above other established bonds, thus not providing a 
threat to family stability, and support is offered to family members through alternative 
channels. Falicov (1998) suggests that these coalitions may not be reported as 
satisfactory by individuals, but that they may still be viewed as providing a necessary
 ^ Some feminist writers have argued that this is a white male perspective as opposed to a general 
western one.
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balance. In some cases as the separation from the partner is not one that affords a 
solution, coalitions may enable compensatory relationships to develop.
Similar differences exist in relation to same generation coalitions, such as those 
between a man and his girlfriend. This may be encouraged within an individualistic 
culture. This relationship would be considered as part of the developmental cycle and 
constitute a healthy development. Within a collectivist culture this type of coalition 
may threaten family ties and the intergenerational dyad, causing distress within the 
family. Triangles, and cross generational and intergenerational loyalties can have 
different functions for the families and individuals concerned. An approach that 
discounts the cultural and social significance of such loyalties is likely to increase 
stress within the families or to be unsuccessful.
5.4.5. Problem solving and communication.
Communication within families is affected by the relationships between family 
members. As such it is not surprising to find that in the ideal western family designed 
with a clear boundary around an equal status couple, communication is overt, 
assertive and needs to be clear. The more rigid boundary around the marital pair 
provides less opportunity for alliances outside of this union, while the equality 
afforded to both partners within this relationship reinforce the concept of clear and 
open communication (Falicov, 1988). This is a model that fits well with a talking 
treatment, as both parties are used to the idea of openly expressing views and the 
couple have joint responsibility for decisions taken during therapy. The therapeutic 
setting would encourage a strengthening of this open communication and search for 
clarity. Problem solving using sources outside of the marital relationship would be 
discouraged with the couple being helped to do this within their relationship.
The family structure in other cultures and the presence of functional cross 
generational alliances affects communication styles. Several authors have described 
the use of gossip or “trouble talk” as ways to receive support or communicate 
difficulties (Tannen, 1990). By including a third person open conflict is avoided and 
people in a powerful position can be effectively challenged. For example a daughter
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in law may be able to talk about difficulties in her marriage with hqr mother in law 
who by her position in the family could discuss her concerns with her son. Such a 
discussion may be much more difficult and unproductive between the husband and 
wife (Tannen, 1990). Clearly, attempts to strengthen the primary bond and reduce this 
“gossip” or external problem solving would further isolate the individual and reduce 
the chance of beneficial change. A challenge to family therapy is how to work within 
this framework, providing both an atmosphere for change and an approach that 
accepts a different style of communication.
5.4.6. Religion.
Religion provides a large part of many cultural identities, and will guide the way 
people live, impacting on their values and goals. For some African-Americans it has 
been reported as a protective factor for families (McGoldrick, 1998). Yet despite 
having benefits, Weiselberg (1992) has reported how families have been concerned 
that their beliefs will not be understood by mental health professionals and will be 
problematised. Harris (1994) provides an excellent example. She describes a boy with 
headaches and fainting attacks, the family of whom believed that demons had entered 
his body and were the cause of his problems. They consulted their religious leader 
who had suggested that every time these attacks occur a sword be pointed at the 
demons. An observer witnessed the young boy pointing a knife at his stomach, and 
what ensued was a call for inpatient treatment. Discussion with the family and careful 
enquiry resulted in the therapist’s understanding of the event joining with the families, 
preventing a pathological interpretation.
Much of the theory above fits with western ideas of individuation, and prescribes a 
normative view of the family and the interactions within it, including those that lead 
to psychological distress. This theory does not easily fit with other cultures (Kareem 
and Littlewood, 1992). The discussion above shows clearly how some of the “goals” 
for healthy functioning described and often prescribed by the dominant western 
culture pathologies ftmctional interactions within other cultures. Family therapy 
models did not traditionally pay attention to race or culture explicitly, excluding 
significant ideas inherent in alternative functional interactions. Attempts have been
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made to suggest that the therapists position in relation to a family can enable the 
concepts of systemic family therapy to be used with culturally diverse populations 
(Nath and Craig, 1999). The significance of interactions within relationships is valid 
across cultures, it is the application and theoretical understanding of alternative 
cultural values that needs to be addressed.
5.5. Why curiosity is not enough.
Work with families has shifted over time from the therapist as expert, formulating 
both the problem and the solution to working with the families beliefs, behaviours and 
contexts. As stressed by Barret et al, (1999) this framework provided room to explore 
and consider the influence of race and culture, but the hypotheses generated still 
tended to be ethnically centred in the western ideal of the separate nuclear family, 
race and culture were peripheral concepts. This shift of emphasis was known as the 
Milan approach. The Milan approach centred around three main concepts, 
hypothesising, circularity and neutrality. Hypothesising drew on western 
psychological concepts such as attachment theory to guide the therapist in the session. 
The idea of circularity was to provide a circular context which could offer alternative 
explanations of the problem by considering other family members perspective. The 
theory of neutrality advocated a neutral stance for the therapist with each family 
member. This was later replaced by the idea of curiosity (Cecchin, 1987).
The concept of curiosity placed the client in the position of the expert, and provided a 
forum for the therapist to orientate themselves to understand the client’s perspective. 
Curiosity, it would seem could have incorporated race and culture. The failure to 
explicitly incorporate culture within the theory and the use of western psychology to 
guide hypotheses may have contributed to the lack of acknowledgement. Thus 
significant family interactions and relationships may be overlooked as the therapist 
does not consider them as significant within their own frame of reference. This 
position of assumed knowledge can also occur where the therapist and client are from 
the same culture. The therapist assuming that him/herself has the same cultural values 
as the client, may not think to be curious about them or their impapt and therefore 
loose significant material to produce change.
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The Milan approach failed to appreciate the cultural significance of its stance. The 
basis from which to hypothesise and the notion of circular questioning both provided 
a western slant. Circular questioning, where one member of the family is asked to 
comment on another’s behaviour may result in alternative perspectives being offered 
to the problem, but may also cause offence and discomfort where a clear hierarchical 
family structure is in place. Within a “familial self’ individual (Roland, 1988) where 
respect for elder members of the family is paramount, to ask a child to comment on a 
parental action would place the family in an very difficult position. Thus education 
and understanding about culture is as important as being “curious” about it.
Post Milan ideas and narrative approaches, influenced by social constpictionism have 
been more open to include ideas about culture. Narrative ideas make explicit the 
possibility of alternative stories used by people to understand their situation. It is 
recognised that these stories can differ within families as well as across cultures. 
Thus, there is scope for a cultural interpretation. Developmental models exploring the 
significant transitions and normative development of relationships in non western 
cultures has not yet formed as a unified theory, as exists for the western culture 
(Falicov, 1998), but there has now been some attempts to include culture overtly 
within theoretical models (Cronen and Pearce, 1985). This model discusses multiple 
levels of context and meaning for individuals in a hierarchical fashion seeing wider 
perspectives such as culture influencing family beliefs, relationships, individual 
episodes, and even isolated conversations and visa versa.
5.5.1. Construction o f self.
Individuals’ identities are socially constructed, and tend to be multi-layered 
(Henriques et al, 1984 cited in Barret et al, 1999). When considering assessment and 
formulation with families of the same or differing cultural backgrounds it is important 
not to attribute all of the attributes of that culture to the individual. Erskine(1994) 
suggests that people may not view themselves with the same identity afforded to them 
by others. Exploration of political, cultural and individual identity and the relationship 
between them through a framework such as that offered by Cronen und Pearce can
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enable a clearer understanding of these influences for both the client and therapist 
(Boyd-Franklin and Franklin, 1998). This may be particularly important for families 
and individuals living within a different culture, as conflict may arise between 
political identity and the culture of the country of origin and the new country, 
particularly for second generation immigrants (Boyd-Franklin and Franklin, 1998).
5.5.2 Changes in training and therapist self awareness.
As well as the explicit inclusion of culture within Cronen and Pearce’s model several 
authors have still argued that for family therapy to truly incorporate alternative 
perspectives on race and culture and for it to be applied successfully across cultures, 
there is a need for an integration and understanding of alternative perspectives. This 
can be achieved through interactions between therapists of different countries and 
cultures. Yet Bacigalupe (1998) warns of a “recreation of colonialism ” where even 
with the exchange of ideas the dominant culture (western) and its ideas and practises 
can gain legitimacy and “seduce” even those from within a differpnt culture into 
accepting a certain body of knowledge. This possibility points towards the need for 
fundamental changes. The circular and reflexive nature of the relationship between 
theory and practise suggests that results from outcome studies and anecdotal evidence 
should impact heavily on the way in which family therapy is constructed. The 
literature suggests that this is happening through changes in training programmes and 
the reporting of outcome studies and clinical case reports. The main themes will be 
reported here.
5.5.3. Changes in training.
Several papers have been published recently addressing the influence of training on 
integrating race and culture into practise (Chimera et al, 1999;MçGoldrick et al,
1999). The strength of the traditional western views outlined above have been 
highlighted (McGoldrick et al, 1999), and a greater emphasis has been placed on 
therapist self awareness. Following the feminist perspectives that challenged the 
dominant male view of the family and placed male and female roles into the life cycle 
(McGoldrick et al 1999), race and culture are now becoming contexts within which to 
place families. The profile of race and culture is being raised, and there is a move
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towards increasing therapist self awareness. As the majority of therapists remain 
within the western culture, challenging “white privilege” (McIntosh, 1998), as well as 
learning about alternative cultures, has been a central theme. McIntosh (1998) 
emphasises the ability of majority groups to conceptualise minority groups’ 
oppression, but not to acknowledge their own subsequent privilege. Training directly 
addressing this issue as well as education about different cultures has become vital.
5.6. Outcome studies.
Despite the presence of new theoretical models that make culture explicit, and the 
move towards a recognition of the social construction of identity, there has been little 
literature focusing on the impact of race and culture in terms of outcome studies. It is 
acknowledged that isolating variables to measure within this context is difficult, 
especially where the presenting theme is not one of race. Several studies have 
however attempted to investigate the effect of family and therapist racial and cultural 
backgrounds on therapeutic engagement.
Beck and Jones (1973) reported on the effect of race and gender on family attendance. 
Using 3,596 cases they concluded that race of the therapist had no significant impact 
on the attendance rates of white families, but that black families were more likely to 
continue with therapy with a black therapist. A second study by Gregory and Leslie 
(1996) collected base line data for 126 individuals. After four sessions follow up data 
was available for 27 African-American couples and 36 white couples. The clients 
were asked to rate how they felt about the first and fourth session. Results suggested 
that gender and race differences did effect ratings. The black women rated sessions 
with a white therapist more negatively than did white women, and black men reported 
a more positive experience than did white men regardless of the race of the therapist. 
The results also showed that these perceptions were not static, with the black 
women’s ratings converging for both the black and white therapist by session four.
Gregory and Leslie postulate that the therapists attempt to engage the men in the 
therapeutic process (as suggested by many family therapy models) may have been 
heightened by stereotypes pertaining to black men being peripheral in their families.
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Thus increasing their engagement. Results from such studies are useful for building a 
more culturally aware theoretical framework which includes both client and therapist. 
Other authors have also reported how cultural norms can affect both the therapist’s 
perspective and the clients expectations. O’Brian (1994) working with Chinese 
families and Wieselberg (1992) working with orthodox Jews both described how a 
structural approach was most acceptable and most helpful in these environments.
5.6.1 Clinical case studies.
Case studies have proved helpful in understanding how cultural ideas work in 
practice. Nath and Craig (1999) described how the use of a traditional individualistic 
framework centring on the marriage was rejected by the client but that the same 
therapeutic tools directed at a more significant relationship resulted in change. 
Awareness of cultural norms and dilemmas have also been reported by other authors 
(Harris, 1994; Mahmoud, 1998; Boyd-Franklin and Franklin, 1998). As well as issues 
of socially constructed racial identities and self constructed cultural identities these 
case studies also addressed the issues of immigrant families where different cultural 
narratives co-existed within the family. It is clear that for a theory of race and culture 
to be incorporated into family therapy it will need to be able to address all of these 
issues.
5.7. Summary.
In summary, the impact of western culture on family therapy has been large and 
enduring. What has followed is an increased awareness of this impact, and changes 
within theory reflected in training practises and in the therapeutic position. Ideas from 
the social constructionist and narrative perspectives are well positioned to bring race 
and culture out of the periphery of people’s contexts and into the mainframe. This 
repositioning will include therapist self awareness and acceptance of there being a 
white middle class western culture that is influential.
94
5. Systemic Essay (Specialist)
References.
Bacigalupe, G. (1998). Cross-cultural systemic therapy training and consultation: A 
postcolonial view. Journal o f Systemic Therapies, 17(1), 31-43.
Barrett, S., Burck, C., Dwivedi, K., Stedman, M., & Raval, H. (1999). Theoretical 
bases in relation to race, ethnicity and culture in family therapy training. Context: A 
Magazine for Family Therapy and Systemic Practice, 44, 4-12.
Beck, D.F. & Jones, M.A. (1973). Progress on family problems: A nationwide study 
o f clients' and counsellors' views on family agency services. New York: Family 
Service Association of America.
Boyd-Franklin, N. & Franklin, A.J. (1998). African American couples in therapy. In 
McGoldrick, M. (ed) Re-visioning family therapy: Race, culture and gender in 
clinical practice. New York: Guildford Press.
Burnham, J. (1993). Systemic supervision. The evolution of reflexivi^ in the context 
of the supervisory relationship. Human Systems, 4, 349-381.
Cecchin, G. (1987). Hypothesising, circularity and neutrality revisited: an invitation to 
curiosity. Family Process, 26,405-413.
Chimera, C., Cooklin, A. & Miller, A. (1999). Organisations for training and service 
delivery in relation to race, ethnicity and culture. Context: A Magazine for Family 
Therapy and Systemic Practice, 44,25-34.
Cronen, V. & Pearce, W. (1985). Towards an explanation of how the Milan method 
works: an invitation to systemic epistemology and the evolution of family systems. In 
Campbell, D. & Draper, R. (eds). Applications o f Systemic Therapy: The Milan 
Approach. London: Grune & Stratton.
95
5. Systemic Essay (Specialist)
Del Castillo, A.R. (1996). Gender and its discontinuities in male/female domestic 
relations: Mexicans in cross-cultural context. In Marciel, C. & Qrtiz, ID. (eds). 
Chicanas/Chicanos at the Crossroads: Social , Economic and Political Change, 
Tucson: University of Arizona Press.
Falicov, C.J. (1998). The cultural meaning of family triangles. In McGoldrick, M. 
(ed). Re-visioning Family Therapy. NY & London: Guilford Press.
Fernando, S. (ed). (1995). Mental Health in a Multi-Ethnic Society. London: 
Routledge.
Gregory, M.A. & Leslie, L.A. (1996). Different lenses: Variations in clients’ 
perception of family therapy by race and gender. Journal o f Marftal and Family 
Therapy, 22(2), 239-251.
Harwood, R.L., Miller, J.G. & Lucca Irizarry, N. (1995). Culture qmd Attachment: 
Perceptions o f the Child in Context. NY & London: Guilford Press.
Hsu, F.K. (ed). (1971). Kinship and culture. Chicago: Aldine.
Henriques, J., Holloway, W., Urwin, C., Venn, C. & Walkerdine, V. (1984).
Changing the Subject: Psychology, Social Regulation and Subjeçtivity. London: 
Methuen.
Kareem, J. & Littlewood, R. (1992). Intercultural Therapy. London: Blackwell 
Scientific Publications.
Krause, I-B. (1994). Race and Identity in Postmodern Family Therapy. Context: A 
News Magazine o f Family Therapy, 20, 3-8.
Lau, A. (1992). Commentary on Messent and Wieselberg. Journal o f family Therapy, 
14(3), 331-336.
96
5. Systemic Essay (Specialist)
Lau, A. (1994). Gender, Culture and Family Life. Context: A News Magazine o f 
Family Therapy, 20, 13-18.
Lau, A. (1995). Gender, power and relationships: ethnocultural issues. In Burck, C. & 
Speed, B. (eds) Gender, Power and Relationships. London: Routledge.
Mahmoud, V.M. (1998). The double binds of racism. In McGoldrick, M. (ed) Re- 
visioning family therapy: Race, culture and gender in clinical practice. New York: 
Guildford Press.
McGoldrick, M., Almeida, R., Preto, N.G., Bibb, A., Sutton, C., Hudak, J. & Hines, 
P.M. (1999). Efforts to incorporate social justice perspectives into a family training 
program. Journal o f Marital and Family Therapy, 25(2), 191-209.
McGoldrick, M. (1998). Belonging and liberation: Finding a place called home. In 
McGoldrick, M. (ed) Re-visioning family therapy: Race, culture and gender in 
clinical practice. New York: Guildford Press.
McIntosh, P. (1998). White privilege: unpacking the invisible knapsack. In 
McGoldrick, M. (ed). Re-visioning Family Therapy. NY & London: Gpilford Press.
Messent, P. (1992). Working with Bangladeshi families in the east end of London. 
Journal o f Family Therapy, 14, 287-304.
Nath, R. & Craig, J. (1999). Practising family therapy in India: How many people are 
there in a marital subsystem? Journal o f Family Therapy, 21, 390-406.
O’Brian, C. (1994). Strangers in a strange land: European ethnic minority families at 
risk. Context: A News Magazine o f Family Therapy, 20, 5-8.
97
5. Systemic Essay (Specialist)
Roland, A. (1988). In search o f self in India and Japan: Toward a cross-cultural 
psychology. Princeton, NJ: Princeton University Press.
Tannen, D. (1990). You just don Y understand: Women and men in conversation. NY: 
Ballantine Books.
Tamura, T. & Lau, A. (1992). Connectedness versus separateness: applicability of 
family therapy to Japanese families. Family Process, 31(4), 319-340.
Vasquez, C.I. & Gil, R.M. (1996). The Maria Paradox: How Latinas can merge Old 
Western traditions with New World self-esteem. NY: Putnam.
Wieselberg, H. (1992). Family therapy and ultra-Orthodox Jewish faipilies: a 
structural approach. Journal o f Family Therapy, 14(3), 305-329.
Williamson, D.S. (1982). Personal authority in family experience via termination of 
the intergenerational hierarchical boundary: Part III. Personal authority defined, and 
the power of play in the change process. Journal o f Marital and Fajnily Therapy, 8 
(3), 309-323.
98
SECTION TWO
Clinical Dossier
CLINICAL DOSSIER
SUMMARY OF CLINICAL EXPERIENCE
99
6. Summary of Clinical Experience
Adult Mental Health
6. ADULT MENTAL HEALTH CORE PLACEMENT
Year one
NHS Trust: Richmond, Twickenham and Roehampton.
Location: Richmond.
Supervisor: Dr Jelena Manojlovic
Dates of Placement: October 1997 -  April 1998
Based : Hospital based psychology department
6.1. Client Demographics
6.1.2. Individual work
• 9 clients (7 female, 2 male) ranging in age from 20 to 59.
6.1.3. Group Work
• 7 clients (all female) ranging in age from 30 to 74.
6.2. Presenting Problems
6.2.1. Individual work 
Anorexia 
Bulimia 
Anxiety 
Panic attacks 
Depression
Obsessive-Compulsive Disorder 
Cognitive deficits associated with Schizophrenia
6.2.2. Group work
• Manic depression
• Depression
6.3. Settings
• Hospital based outpatient setting
• Inpatient ward
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6.4. Assessment Procedures
• Assessment interviews using cognitive behavioural frameworks and motivational 
interviewing.
• Questionnaires/Inventories: Beck Depression Inventory, Beck Anxiety Inventory, 
Body Shape Questionnaire, Body Shape Silhouettes, Bulimic Inventory Test -  
Edinburgh, The Bulimia Test -  Revised.
• Neuropsychological assessment: WAIS-R
6.5. Interventions
• Cognitive Behaviour Therapy
• Motivational Interviewing
• Psychoeducation
• Anxiety Management, including progressive relaxation
• Family consultation meeting
• Supportive counselling within a group setting
6.6. Other Experience
• Attended relevant meetings: Psychology Department meetings. Adult Mental 
Health business meetings, referral meetings for the Eating Disorder Service.
• Attended academic presentations on topics such as systemic approaches to 
intervention, brief psychodynamic psychotherapy, working with paranoid 
delusions and psychology’s role in oseointergration - a treatment for attaching 
artificial limbs.
• Attended case presentations by members of the psychology department.
• Worked jointly with a CPN and occupational therapist within a group setting.
• Attended joint supervision by a clinical psychologist with CPN and occupational 
therapist for group work
• Observed a multidisciplinary family consultation meeting. Professionals included 
a clinical psychologist, and occupational therapist and a dietician.
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7. PEOPLE WITH LEARNING DISABILTIES CORE
PLACEMENT 
Year one
NHS Trust : Chichester Priority Care Services
Location: Horsham.
Supervisor: Ms Helen Overend
Dates of placement: April 1998 -  October 1998
Based in: Community Mental Health Team
7.1. Client Demographics
7. L 1. Individual work
• 1 clients (3 female 4 male) ranging in age from 23 to 35.
7.1.2. Group work
• 4 clients (all male) ranging in age from 23 to 48.
7.2. Presenting Problems
7.2.1. Individual work
Issues around appropriate \vork placements 
Assessment for of suitability of day centre 
Inappropriate sexual behaviour 
Self injurious behaviour 
Aggression 
Screaming behaviour 
Family relationship difficulties
7.2.2. Group work
• Inappropriate sexual behaviour
• Relationship difficulties
• Limited sexual education
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7.3. Settings
• Day centres
• Assessment and treatment centre (inpatient)
• Home visits
• Community based outpatient
7.4. Assessment procedures
• Assessment interviews with clients and staff using cognitive behavioural and 
behavioural frameworks.
• Structured observation.
• Functional analysis.
• Assessment procedures using ABC methods of recording -  individually and with 
staff.
• Questionnaires: Motivational Assessment Scale (staff). Reinforcement Inventory 
(staff), sexual knowledge questionnaire.
• Formal assessments: WAIS-R, Vineland Adaptive Behaviour Scales, Family 
Relations Test.
7.5. Interventions
• Feedback and discussion with staff
• Behavioural approaches
• Cognitive behavioural approaches
• Social-sexual education within a group setting
7.6. Other experience
• Attended relevant meetings: Psychology Department meetings, multidisciplinary 
meetings on the Assessment and Treatment Unit, PLD multidisciplinary team 
meetings.
• Initiated multidiscipline case review meetings attended by Social Services, Day 
Centre staff, CPN, and family and client.
• Attended Social Services case review meeting.
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• Carried out a service related research project
• Teaching: Formal presentation to day centre care staff (Ihr)
• Took part in case discussions with Speech and Language Therapist and CPN’s.
• Joint work with a clinical psychologist in a group setting.
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8. CHILD AND ADOLESCENT CORE PLACEMENT
Year Two 
NHS Trust: Kingston and Esher
Location: Surbition
Supervisors: Dr Georgina Bell, Dr Claire Tyler, Ms Olga Watts
Dates of placement: October 1998 -  April 1999
Based: Community based Psychology Department
8.1. Client demographics
8.1.1. Individual work
• 25 clients (8 female, 17 male) ranging in age from 3 to 16 years.
8.1.2. Group work
• 8 clients (all parents) with children ranging in age from 12 to 24 months
8.2. Presenting problems
8.2.1. Individual work 
Anxiety
Behaviour problems 
Obsessive compulsive disorder 
Social communication disorder 
Sexualised behaviour at school 
Chronic fatigue syndrome 
Recurrent headaches 
Eating problems
Difficulties in a formal learning environment 
Divorce/family relationships 
School refusal
8.2.2. Seen in the Family Therapy Team
• Bereavement
• Conduct disorder
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• Bullying at school
• Family relationship problems
• Self harm and issues of sexuality
• School refusal
8.2.3. Observed work
• encorpresis
8.2.4. Group work
• Sleep problems
8.3. Settings
• Outpatient appointments
• Home visits
• School visits
• Paediatric Department within a hospital.
8.4. Assessment Procedures
• Semi-structured family assessment
• Assessment interviews within cognitive behavioural and behavioural frameworks.
• Recording of base line behaviours, use of ABC charts.
• Classroom observation.
• Questionnaires: Illness Perception Questionnaire, Birelson Depression Scale 
Questionnaire, Spense Anxiety Questionnaire.
• Formal assessment: WISC III, Theory of Mind Cards
8.5. Interventions
• Cognitive behavioural therapy
• Behavioural therapy
• Narrative therapy
106
8. Summary of Clinical Experience
Child and Adolescence
• Parenting skills
• Graded exercise programme
• Written recommendations given to school
• Structured return to school
• Systemic family therapy (Milan and post Milan)
8.6. Other experience
• Attended relevant meetings; Psychology Department meeting. Deliberate Self 
Harm meeting. Child Specialist Meeting.
• Met with Educational Psychologists
• Attended multidisciplinary meetings in paediatric settings which included Clinical 
Psychologist, Consultant Paediatrician, Psychiatrist and Social Worker.
• Observed a multidisciplinary assessment and follow up meeting for children with 
cystic fibrosis, included nursing staff, doctor, occupational therapist, and dietician.
• Attended academic presentations on divorce and eating disorders.
• Attended Child Specialist Interest Group meeting, which included a presentation 
and the AGM.
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9. OLDER ADULTS CORE PLACEMENT 
Year Two
NHS Trust: Surrey Hampshire Borders
Location: Guildford
Supervisor: Dr Ajay Kapoor
Dates of placement: April 1999 -  October 1999 
Based in: Community Mental Health Team
9.1. Client demographics
• 12 clients (5 female, 7 male) ranging in age from 57 to 86
9.2. Presenting problems
Family relationship difficulties 
Marital problems 
Bereavement 
Dementia
Cognitive impairment 
Korsakoffs Syndrome 
Alcohol dependency 
Depression 
Anxiety
9.3. Settings
• Outpatient
• Home visits
• Inpatient ward
• Residential homes
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9.4. Assessment Procedures
• Assessment interviews using cognitive behavioural frameworks, motivational 
interviewing and systemic questioning.
• Semi-structured assessment interview.
• Questionnaires: Hamilton Depression Inventory, Hospital Anxiety and Depression 
Scale.
• Neuropsychological assessments: WAIS-R, WMS, Schonell, Rey AVLT, AMIPB, 
Purdue peg board, Paried associates, Warrington, verbal fluency test, graded 
naming test, CAPE, line orientation
9.5. Interventions
Cognitive behavioural therapy 
Anxiety management with progressive relaxation 
Motivational interviewing 
Reminiscence 
Carer support
Contributed to care package assessments and relocation through neuro­
psychological assessment.
PTSD
Systemic marital therapy 
Psychoeducation
9.6. Other experience
• Attended relevant meetings: CMHT meetings, meetings with GP practises.
• Attended academic presentations on assessment tools for the elderly and sleep 
problems.
• Attended within trust older adult interest group, which included academic 
presentations and case discussions.
• Attended Special Interest Group for the Elderly which included academic 
presentations.
• Attended Life Decisions for the Elderly training day.
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10. SYSTEMIC PLACEMENT 
(SPECIALIST)
Year Three
NHS Trust: Surrey Hampshire Borders
Location: Frimley
Supervisors: Ms Annette Lumsden and Ms Loma Atkins
Dates of placement: October 1999 -  April 2000
Based in: Community based multidisciplinary team.
All work was carried out with a systemic team.
10.1. Client demographics
• 22 clients as index person (13 female and 9 male) ranging in age from 18 to 57
10.2. Presenting problems
10.2.1. Presenting problems seen as the co-worker 
Marital discord 
Depression 
Domestic violence 
Aggression 
Anxiety 
Social phobia 
Psychosis 
Manic depression 
Somatic pain
Anti social personality disorder 
PTSD
10.2.2. Presenting problems seen as the key worker
• Depression
• Marital problems
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• Violence
10.3. Assessment Procedures
• Assessment interviews informed by Milan and post Milan systemic therapy.
• Scaling questions
• Assessment interview using a cognitive behavioural framework.
10.4. Interventions
• Milan and post Milan systemic family therapy
• The reflective team
• Ideas form structural family therapy including sculpting
• Ideas from social constructionism including narrative approaches and the co­
ordinated management of meaning (CMM).
• Cognitive behavioural therapy.
10.5. Other experience
• Attended relevant meetings: Systemic Team meetings
• Formal presentation given to the team with discussion 11/2 hours
• Contributed to the teaching block for junior doctors.
• Consultation about how to offer integrated services to PCG’s
• Collated information for audit and fed back findings and recommendations to the 
team.
• Attended one day work shop on working systemically with the individual.
• Attended away day for psychological therapies within the truts.
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11. ADOLESCENT PLACEMENT 
(SPECIALIST)
Year Three 
NHS Trust: Horsham and Crawley 
Location: Haywards Heath
Supervisor: Mr Nick Kirby-Tumer 
Dates: April 2000 to September 2000
Based in: Hospital based psychology department.
11.1. Client demographics
• 14 clients (9 female, 5 male) ranging in age from 13 to 17
11.2 Presenting problems
Persistent nausea 
Aggression
Post divorce adjustment 
Dyspraxia 
Psychosis
Obsessive compulsive disorder 
Depression 
School refusal 
Self harm/overdose 
Anorexia 
Sexual assault 
Bullying
Pervasive refusal disorder
11.3 Settings
• Outpatient
• Inpatient unit
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• Secure unit
• Home visits
• Ward visits
11.4 Assessment Procedures
• Assessment interviews using behavioural, cognitive behavioural frameworks, 
motivational interviewing and systemic questioning.
• Semi-structured assessment interview
• Questionnaires: Spense Anxiety Questionnaire, Culture Free Self Esteem Scale, 
Adolescent Coping Scale. ^
• Psychometric Assessment: WAIS-R
11.5 Interventions
• Cognitive behavioural therapy
• Systemic therapy
• Psycho-education
• Motivatiopal interviewing
• Contributed to a behavioural care plan
11.6 Other work/experience
• Attended relevant meetings: multidisciplinary inpatient meetings, meetings with 
staff at an adolescent secure unit, goal setting meeting with family and 
professional to decide on goals of inpatient admission.
• Worked within Family Therapy Team.
• Involved in discussions about setting up a staff support group within the inpatient 
unit.
• Joined the assessment team from the inpatient unit to assess adolescents for 
admission.
• Worked closely with nursing staff in the inpatient unit on joint cases.
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12. ADULT MENTAL HEALTH CASE REPORT
SUMMARY
(Core Placement)
A CASE OF A 26 YEAR OLD WOMAN WITH
BULIMIA
Year One
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All identifying information has been changed for reasons of confidentiality
12.1. Reason for referral
Jane was a 26 year old white woman referred by her GP, with a ten-year history of 
Bulimia. At the time of referral her weight was reported as relatively stable and her diet 
as normal. The GP noted overeating and compensatory vomiting at times of stress.
12.2. Background
Jane was Spanish by birth, and had lived in Spain until she was 21years old. Following 
the breakdown of a relationship Jane left Spain and moved to America where she married 
her American husband. Jane was currently resident in the UK, undertaking a masters 
course on a full scholarship. Her husband had remained in America.
12.3. Assessment
The assessment procedure included a face to face interview and the administration of a 
number of standardised questionnaires. The face to face interview included questions 
about the nature, onset and course of Jane’s Bulimic symptoms as well as an assessment 
of her behaviours and beliefs about food. Information about Jane’s fajnily was elicited 
including psychiatric history, the nature of their relationships and the family’s beliefs 
about food. Jane s motivation and expectations of therapy were also investigated. Jane’s 
mood was assessed using the Beck Depression Inventory (BDI), while the number and 
severity of her symptoms were assessed using the Bulimia Test-Revised (BULIT) and the 
Bulimic Inventory Test-Edinburgh (BITE). Jane’s concern over her body shape was 
assessed using the Body Shape Questionnaire. Jane fulfilled DSM lU criteria for a 
diagnosis of Bulimia, and showed moderate concern over her body shape. Jane’s score 
for the BDI was not clinically significant.
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12.4. Formulation
Pressure from her husband and flatmate had persuaded Jane to seek help now, and she 
openly expressed her skepticism about intervention during the assessment. Jane spoke 
fluent English, and presented as a bright and articulate woman.
Jane became aware of her bingeing and vomiting cycle at the age of 16. At this time she 
described a low mood and a difflcult relationship with her parents. Pressure from her 
parents to do well alongside frequent criticism from them, combined to effect Jane’s 
sense of self and her self esteem. Contributing to this Jane would have been changing 
physically and becoming more aware of her body. It is possible that the changes in her 
life at this time and the need to achieve had left Jane feeling confused and out of control, 
by focusing on her body Jane could use food as a coping mechanism to bring about a 
sense of control. The likely reduction in anxiety would have maintained this as a coping 
behaviour. The focus on food and her body encouraged Jane to evaluate herself in terms 
of body shape and weight.
Jane described how her Bulimic symptoms had increased in severity following the end of 
a relationship. At this time she had moved away from her home country (Spain) to 
America. She described how the uncertainty of moving to a new country and beginning a 
new life coincided vsith a worsening of her symptoms. This pattern was repeated on her 
move to the UK when her bulimic symptoms again became worse. Uncertainty and 
emotional distress were seen as precipitators to Jane’s pattern of Bulimia. When events 
become difflcult for Jane she reverted to bulimic symptoms to regain a sense of control 
and emotional stability.
Jane’s bulimic behaviour was maintained by two factors, firstly her inability to cope with 
her strong emotions and uncertainty in a functional way, and secondly by the increased
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emphasis on her body shape through which Jane judged her self worth and which 
maintained a cycle of bingeing and dieting.
12.5. Intervention
Jane attended for nine sessions. A cognitive behavioral model as proposed by Fairbum, 
(1981)^ informed the intervention. The model was explained to Jane and the 
collaborative nature of the work was stressed. The intervention aimed to break the binge 
diet cycle and associated vomiting, to reduce Jane’s dependence on her body shape for 
her self worth and to help her find more functional ways of coping. The intervention 
strategies followed four main areas; education about the effects on the mind and body of 
strict dieting and its relationship with bingeing, binge prevention strategies, cognitive re­
structuring and the introductions of ideas about functional ways of coping with distress. 
In line with the cognitive model a diary was used for Jane to record her food intake, 
binges and vomiting. Associated thoughts and moods were also recorded.
12.6. Outcome
Outcome was measured by re-administering the assessment tools and by assessing the 
number of binges and times vomited. At the end of treatment Jane no longer fulfilled the 
clinical criteria for Bulimia and her concern over her body shape fell from moderate to 
mild. Although Jane had not completely stopped bingeing by the end of the intervention a 
subjective change in her attitudes to food and the perception of her difficulties could be 
interpreted as a good outcome. She had also begun to adopt other coping strategies.
 ^Fairbum, C.G. (1981) A cognitive behavioural approach to the management o f Bulimia. Psycholo^ and 
Medicine
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13. PEOPLE WITH LEARNING DISABILITIES 
CASE REPORT SUMMARY
(Core Placement)
A CASE OF A 29 YEAR OLD MAN WITH A MILD 
LEARNING DISABILITY, PRESENTING WITH 
INAPPROPRIATE SEXUAL CONVERSATION
Year One
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All identifying information has been changed for reasons of confidentiality.
13.1. Reason for referral
Mr. E was a 29 year old man white man with a mild learning disability. He was referred 
by the manager of the day centre he attended because of his sexualised conversation.
13.2. History of presenting problem
Mr. E attended the referring day centre one day a week (DCl), attending a second day 
centre for the remaining week (DC2). The sexualised conversation had been noticed at 
both centres. The problematic behaviour was described as the use of sexually explicit 
language directed towards known and unknown women. The conversation at the day 
centres was directed towards female staff and visitors, and had resulted in Mr. E having 
reduced contact with staff and having limited social opportunities. This behaviour had 
also been problematic in Mr. E’s hometown where he had been physically assaulted in 
the past for his behaviour and had been reprimanded by the police. As a consequence he 
rarely went into the town centre.
13.3. Assessment procedure
The social learning theory of Bandura (1977)^ guided the assessment. The main aims of 
the assessment were to gain a better understanding of Mr. E’s sexualised behaviour and 
factors which mediate it. The assessment included direct observation, exploration of Mr. 
E’s thoughts and ideas about sex through interviews and the use of a sexual knowledge 
questionnaire, an assessment of his current level of social and cognitive functioning using 
the WAIS-R and the Vineland Adaptive Behaviour Scale, and consideration of the 
relationship between the sexualised behaviour and his environment and opportunities for 
social interaction both at the day centres and at home. O’Brians^ five accomplishments
 ^Bandura, A. (1977) Social Learning Theory. Englewood Cliffs, New Jersey; Prentice-Hall.
O’Brian, J. (1987) a guide to lifestyle planning: using the activities catalogue to integrate services and 
natural support systems. In Wilcoxon, B. and Bellamy, G. (Eds) The activities catalogue: an Alternative 
Curriculum for Youth and Adults with Severe Disabilities. Baltimore: Paul Brooks.
120
13. Case Report Summaries
People with Learning Disabilities
provided a context for this. The Family Relations Test was also administered to assess 
Mr. E’s understanding of his relationships within his family. As well as face to face 
interviews with Mr. E, interviews were also carried out with his mother and the key 
worker/managers at the two day centres he attended. Information was gathered about Mr. 
E’s psychiatric history and current medication, his education and family history.
13.4. Formulation
As a child and young man Mr. E had experienced a high degree of social isolation and 
had often been excluded from his peers by bullying. As such Mr. E had little opportunity 
to model and integrate social behaviours particularly sexual behaviours. Mr. E had not 
received any formal sex education and had learnt his sexual language and behaviour from 
pornographic literature and films
Mr. E’s sexualised conversation was precipitated by opportunities for or the need to 
interact socially. Mr. E used his conversation about sex to communicate to both female 
staff members and male peers. This behaviour was reported to be more problematic at 
DCl where the other service users were significantly more disabled than Mr. E.
Mr. E’s behaviour was maintained as Mr. E may not have had adequate social skills to 
maintain conversation in other areas and his lack of social interaction would not afford 
him the opportunity to learn new exchanges or ways of interacting. Further, Mr. E 
believed that he was unable to form relationships with women and as such his sexualised 
conversation was for him, his only way of interacting with women, thus providing little 
motivation for change. In addition Mr. E’s only model of relationships between men and 
women were from pornographic images, as such it was hypothesised that he would 
continue to model his behaviour on this unless an alternative model was provided. It was 
also likely that Mr. E frequently became bored at DCl where activities aimed at his level 
of ability were not undertaken and as such his behaviour was maintained as it provided a 
source of enjoyment and entertainment for Mr. E.
121
13. Case Report Summaries
People with Learning Disabilities
13.5. Intervention
The intervention aimed to address Mr. E’s sexualised conversation, by providing him 
with accurate sex education, where his attitudes understanding and questions about sex 
and relationships could be addressed directly. This was attempted within a group setting 
where Mr. E could have the opportunity to learn from peers’ experiences and be provided 
with social interactions and models that could help to shape his owji behaviour. The 
group addressed issues surrounding puberty, sexual intercourse, conception, emotions, 
relationships and public and private behaviours.
A multi-agency meeting was also set up to address Mr. E’s needs in terms of social 
interaction. The meeting stressed Mr. E’s need for an appropriate environment that could 
address his social as well as learning needs. It was agreed that Mr. E’s day time facilities 
would be reviewed with this criteria in mind. Behavioural guidelines were drawn up for 
staff at DCl to introduce consistency in response to Mr. E’s sexualised conversation. 
These included ignoring the behaviour or responding to it in a non emotional way, staff 
were also encouraged to engage with Mr. E when he was not exhibiting sexualised 
behaviour.
13.6. Outcome
Mr. E used the group well and by the end of the ten sessions was less focused on sex and 
had begun to interact with the group about other topics. Outside of the group changes in 
Mr. E’s behaviour were also reported. No incidence of sexualised conversation was 
reported over a four week period from DCl. His mother and the group facilitators also 
noticed how he talked less about sex outside of the sessions.
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14. CHILD CASE REPORT SUMMARY
(Core Placement)
A case of a 13 year old girl with chronic fatigue
syndrome
Year Two
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All identifying information has been changed for reasons of confidentiality.
14.1. Reason for Referral
Sarah was a white 13 year old girl referred by the Consultant Paediatrician with a 
diagnosis of Post Viral Chronic Fatigue Syndrome (CFS).
14.2. Assessment procedure
The aim of the assessment was to consider the impact of CFS on Sarah, physically, 
socially, emotionally and developmentally. The assessment procedure included face to 
face interviews with Sarah and her parents, and the administration of a number of 
assessment tools. The interviews included questions about the duration and course of 
Sarah s symptoms as well as mediating and maintaining factors. The families response to 
the diagnosis of CFS and their understanding of its controllability was also assessed. 
Information was gathered about family structure and background, as well as Sarah’s 
developmental history and her attendance at and perceptions of school. Information 
concerning the current situation, including sources of help and expectations from 
psychology were also elicited.
The Illness Perception Questionnaire was used to assess Sarah’s beliefs about the 
identity, cause, time line, consequences and sense of control associated with CFS, and 
she was screened for depression using the Birelson Depression Scale Questionnaire. The 
cognitive-behavioural model of management of chronic fatigue (Wessely et al, 1991)  ^
was described, with emphasis given to the relationship between illness belief and 
chronicity. The relationship between physical and psychological factors was also 
stressed.
Wessely, S., Butlert, S., Chadler, T., and David, A. (1991). The cognitive behavioural managemant o f the 
post viral fa ti^ e  syndrome. In Post-Viral Fatigue Syndrome (ed Jenkins, R. and Mowbray, J ). John Wiley 
and Sons, Chichester.
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14.3. Formulation
Illness beliefs and perceptions of control over symptoms have been associated with 
chronic disorders and with recovery. The cognitive model of illness beliefs used to guide 
the assessment procedure with Sarah suggested that her beliefs were directly associated 
with the interpretation of bodily sensations and that this relationship dictated her illness 
behaviour. The disabling nature of Sarah’s illness was maintained by the cyclical nature 
of her symptoms and the beliefs associated with this.
Sarah and her family attributed the cause of the CFS to a viral infection. This belief 
provided a framework to attribute ill health to an external locus of control. Although this 
model can initially be functional it may maintain symptoms by reducing self efficacy and 
causing the individual to think that they are unable to influence change. This belief 
results in a level of helplessness which can result in an increase in symptoms and 
maintenance of fatigue.
The explanation held by the family resulted in a model of rest being accepted, with Sarah 
experiencing a reduced amount of activity. It is likely that over time Sarah became less 
fit, with the under use of her muscles resulted in her experiencing pain when she 
attempted to become active or exercise. This cycle generated dysfunctional assumptions 
about activity causing pain, and generated thoughts about increasing activity leading to 
damage. This pattern ultimately resulted in Sarah avoiding activity as a coping strategy. 
Thus hypervigilant and symptom focused behaviour maintained her lower levels of 
activity and her fatigue. This model also encouraged the family to be symptom focused 
and resulted in Sarah forming an identity around CFS and stopped her from returning to 
developmentally appropriate tasks such as school.
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14.4. Intervention
Sarah attended for seven appointments. Her mother was also invited to attend as parental 
attitudes are likely to lay a part in both maintenance and change. A cognitive behavioural 
model informed the intervention, this focused on cogmtive restructuring, a graded 
approach to increased activity, a return to normal developmental tasks including a return 
to school and a reduction of identity associated with CFS. The intervention aimed to help 
Sarah to cope with her symptoms and to gain some sense of mastery over them which 
would promote a focus on health rather than illness.
14.5. Outcome
Despite being reluctant to attempt graded goals of activity negotiated within the sessions 
Sarah gradually began to establish a more active social life, slowly increasing her activity 
level and began home tuition. Despite these changes and no associated increase in 
symptoms, Sarah reported no changes in her illness beliefs. Sarah’s mother’s perceptions 
changed with a move from an illness focus to a focus on her daughters development and 
return to health.
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15. OLDER ADULT CASE REPORT 
SUMMARY
(Core Placement)
A CASE OF A 76 YEAR OLD WOMAN REFERRED 
FOR NEURO-PSYCHOLOGICAL TESTING DUE TO 
MEMORY IMPAIRMENT
Year Two
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All identifying information has been changed for reasons of confidentialily
15.1. Reason for referral
Miss Q was a 76 year old white woman referred by the consultant psychiatrist for a 
neuro-psychological assessment following concern about memory impairment associated 
with stroke.
15.2. History of the presenting complaint
Miss Q had suffered a previous stroke from which she had recovered well, despite some 
residual memory loss. Since this time Miss Q was concerned that she may have suffered 
another stroke and as a result suffered further neurological damage.
15.3. Assessment procedure
The aim of the neuro-psychological testing was to assess Miss Q’s level functioning with 
reference to any specific areas of strength or deficit, it was not intended to be diagnostic.
As stroke can occur at any site in the brain a range of assessment tools were used. The 
Wechsler Adult Intelligence Scale -  Revised (WAIS-R) was used with the Schonell 
Reading test to assess current intellectual functioning and to give an estimate of pre- 
morbid functioning. Information processing speed was assessed using the Adult Memory 
and Information Processing Battery (AMIPB) Form A. Memory functions were assessed 
with the Wechsler Logical Memory Test, Rey Auditory Verbal Learning Test, Warrington 
Recognition Memory Test and the Complex Figure (AMIBP, figure 1.). Language skills 
were assessed using the Graded Naming Task and the Verbal Fluency Task. A number of 
unstandardised tests were also used to assess for perceptual dysfunction: line bisection 
task, body awareness, tactile tests. As Miss Q was still driving, tests assessing 
constructional disturbance were also included.
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15.4. Results from the assessment
Miss Q presented as a rather anxious but pleasant lady with good conversational skills. 
During the assessment Miss Q attempted all of the tasks given to her and was focused on 
doing her best. As such the results from this assessment are likely to be an accurate 
representation of Miss Q’s level of functioning.
The results showed that Miss Q retained strong verbal abilities, with good skills in visuo- 
graphics and associated planning. Furthermore the testing showed that Miss Q retained 
some skills in new learning and retained some capacity in her recognition memory for 
written words. The assessment however also showed some areas of impairment. Most 
specifically, in her performance skills such as encoding visual and verbal information and 
in perceptual organisation. Further, Miss Q had an impaired ability to recall contextual 
information and an impaired short term memory.
15.5. Summary of assessment
The assessment reflected a pattern of patchy decline, which highlighted the memory 
deficits that Miss Q had reported. As well as highlighting Miss Q’s impairments the 
testing also highlighted her excellent language skills. Predictions for future deterioration 
were seen as dependent on further episodes of stroke. Recommendations included repeat 
assessment in six to twelve months, with particular reference to driving skills, and that 
staff working with Miss Q were made aware of her current level of functioning, 
incorporating her strengths as well as areas of deficit in any intervention program.
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16. SYSTEMIC CASE REPORT SUMMARY
(Specialist Placement)
A CASE OF A COUPLE EXPERIENCING THE 
EFFECTS OF DEPRESSION AND VIOLENCE.
Year Three
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All identifying information has been changed for reasons of confidentiality.
16.1. Reason for referral
Emma and Mark were a white couple in their early thirties who had been married for 6 
years. They had been referred by a Counseling Psychologist following concern about the 
effect that Emma s depression was having on the couple’s relationship, and because the 
team already involved with Emma’s care were feeling “stuck” in their attempts to help 
her.
16.2. History of presenting problem
Emma was diagnosed with depression approximately 17 months prior to the referral. The 
depression had been precipitated by Emma loosing her job. Following the diagnosis of 
depression Emma had been referred to a day treatment center. The referral described 
Emma’s progress in her work with the counseling psychologist and the team at the day 
treatment centre as “one step forward and two steps back”.
16.3. Assessment procedure
The assessment involved gathering information from medical records, ffom meeting with 
the referrer and from a face to face meeting with the couple. The assessment procedure 
aimed to clarify what both the referrer and the couple hoped to gain from family therapy. 
Preliminary hypotheses were generated to guide the face to face interview with the 
couple. The hypotheses attempted to explore the couple’s understanding about 
depression, and who should have responsibility for alleviating it and to begin to explore 
how the couple had negotiated Emma’s transition ffom employment to unemployment. 
Ideas and session structure from the Milan and post Milan systemic family therapists 
were used to inform both the initial meeting and subsequent sessions.
16.4. Formulation
Emma and Mark were experiencing Emma’s depression as powerful and pervasive, with
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it being responsible for her behaviour and the subsequent difficulties in their relationship. 
The perceived lack of control experienced by Emma contributed to her feelings of low 
self worth, initiated by the loss of her job. At times Emma’s feelings would become 
unmanageable and cause aggressive outbursts. This perpetuated the belief that Emma had 
no control over her symptoms. Within this situation Mark attempted to help Emma by 
taking on some of the responsibilities that used to be hers. This inadvertently removed 
further control ffom Emma reinforcing her beliefs about her low self worth and 
powerless position and focused her on her weaknesses not strengths.
In addition the effect of the involvement by the mental health services confirmed further 
Emma s belief in her powerlessness. The professional focus on Emma’s illness behaviour 
worked to mirror her own thinking further undermining her strengths and leading to a 
dependent relationship which maintained her illness behaviour.
16.5. Intervention
Emma and Mark attended for three sessions. During the sessions hypotheses about family 
scripts that informed men and women s roles within relationships were explored, as were 
beliefs about the current relationship roles, and beliefs about professionals, locus of 
control and the management of depression.
16.6. Outcome
The sessions with Emma and Mark enabled the interaction between Emma’s depression 
and her relationships with Mark and the professional system to be explored. Greater 
understanding about why Emma’s progress in her individual work had taken a pattern 
that was one step forward and two steps back was better understood within the context of 
these relationships. This understanding was fed back to the professional team and 
discussed with the couple. This understanding enabled issues of communication and 
negotiation to begin to be considered. The couple continued with sessions to explore 
changes in relationships that could support Emma’s recovery.
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17. RESEARCH ON PLACEMENT -  
SERVICE RELATED RESEARCH PROJECT
Perceptions of clinical psychology in a service for 
people with learning disabilities.
Year One
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17.1. Abstract
Objective: To investigate the understanding and needs of health care workers and 
social service workers in relation to clinical psychology services for people with 
learning disabilities.
Design: Cross sectional questionnaire survey.
Setting: The settings were facilities for people with learning disabilities, and included 
those provided by both health and social services, and covered day and residential 
facilities.
Participants: The participants included all health and social service staff working 
within the learning disability service within the area covered by this clinical 
psychology service.
Main outcome measures: The results from the questionnaire provide the outcome for 
the study. The questionnaire provided information on respondent’s perception of the 
service offered by clinical psychology, and included factors potentially affecting 
service including the types of problems seen, interventions used, and the referral 
system.
Results: The results show a good understanding of the services offered, but also an 
interest in greater clarification of the role, aims and procedures of clinical 
psychology, and reflect a desire for greater collaborative work, increased feedback 
and additional input in terms of training and client contact.
Conclusion: It is necessary for clinical psychology to increase its visibility, to address 
the lack of familiarity of the service noted by staff, and where possible to include staff 
in work with clients if it is to be further integrated into the service and to be used to 
its full potential.
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17.2. Introduction
For a clinical psychology service to offer a comprehensive and effective service to 
both clients and referring agents, a good understanding of its purpose is necessary. 
This understanding must include how clinical psychology is perceived and how 
clinical psychology perceives the needs of its users. This enables referrers’ and 
psychologists’ expectations to converge, and for service development to be tailored to 
meet these expectations, resulting ultimately in better client care.
Previous studies addressing how clinical psychology is perceived have reported 
positive perceptions by health care professionals (Chadd and Svanberg, 1994, 
Cushion, 1997, and Latchford and Royle, 1997), of which the continuing growth of 
waiting lists could be interpreted as an objective measure. Many of these studies have 
however concentrated on GP’s (Chadd and Svanberg, 1994, Griffiths and Cormack, 
1993), and studies surveying a wider group of health care professionals have reported 
more mixed results. Evans and Daveridge, (1990), concluded that there exists high 
levels of ignorance about clinical psychology amongst some health workers and 
reported wide variations in the perception of the need for clinical psychology amongst 
this group. Large discrepancies in professional’s awareness and understanding of 
clinical psychology was also reported by Powell and Williams, (1991). There is 
therefore a danger of assuming a causal relationship between a high number of 
referrals and positive perceptions with levels of factual knowledge or understanding. 
It is important to understand any discrepancy in order that possible gaps can be 
addressed.
Studies addressing referrer’s criteria for referral to clinical psychology have reported 
a number of factors, few of which have reflected factual knowledge of the role or 
skills of clinical psychology as a primary concern. Studies investigating GP’s referral 
criteria have shown that diagnosis strongly effects referral (Krasnik et a l, 1992, and 
Gâter and Goldberg, 1991), with those clients diagnosed as neurotic, in particular 
those with anxiety related problems, being the only ones referred to clinical 
psychology by some GPs. Burton and Ramsden (1994) also reflect this, reporting that
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clients with psychosis or major depression were only referred to Community 
Psychiatric Nurses (CPN’s), despite the suggestion by Hughes et al (1996) that many 
of these clients would be amenable to therapy from psychologists. This suggests that 
knowledge of skills does play an important role in referral, a finding reflected by 
other studies (Kincey and Creed, 1991).
As well as perceptions of appropriate referrals for clinical psychology, previous 
studies have also reported service issues affecting referrals, including availability and 
accessibility (Chadd and Svanberg, 1994 Kincey and Creed, 1991), and waiting times 
(Burton and Ramsdon, 1994). Lack of accessibility has been one of the most 
consistent findings in the literature, and has been defined by both waiting times, and 
lack of liaison with referrers and carers. Osboume-Davies (1996) stressed that 
improved patient care comes with greater liaison and accessibility The study also 
reported that positive “attitude towards increased liaison and consultancy with 
clinical psychology was overwhelming”, while paradoxically emphasising the 
perception of psychologists as a virtually unknown and inaccessible group.
Perceptions, understanding and knowledge of clinical psychology affect referrals, and 
the differences between clinical psychology and other health care professionals are 
not always identifiable (Morral, 1995). In response to this several studies concerned 
with the role of clinical psychologists have stressed the need for marketing the 
profession and view it as “necessary if not vital for the survival of the profession” 
(Logie, 1994, Brunning et al, 1994 ). Logie (1994) stresses the need to find out what 
is wanted, to provide what is wanted, and to make clear what is being offered, thus 
leading to a pattern of appropriate referrals utilising the service to its full potential, 
and resulting ultimately in better services for people.
17.2.1. The present study
The clinical psychology service in this study was operating within a Learning 
Disability Service and formed part of a Community Mental Health Team (CMHT). It 
also had close working relationships with nurses, care assistants, and social work staff 
who worked with the learning disabled population on a daily basis. With referrals
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being accepted from all of these sources the need for a good understanding of what 
was wanted from clinical psychology as well as what it was able to offer was vital. 
Thus “it is indeed in our best interests that ignorance of our role is remedied ” 
(Osboume-Davies, 1996) if the most appropriate referrals are to be made. In addition 
the current psychologist had only been in post for approximately five months, 
following a period when the post was empty. Thus it was important to discover what 
the referrers had found useful with the previous psychologist, as well as their current 
level of knowledge about clinical psychology. This knowledge could then be used to 
guide the new service.
This study therefore concentrated on gaining an understanding of how the role of 
clinical psychologists were viewed by all those in direct contact with the learning 
disabled population and on how best to tailor the service to their needs. The aims of 
the study were to investigate the perceptions and understanding of the role of clinical 
psychology by the professionals able to refer to it and to increase the visibility of the 
new service with the aim of establishing a better more collaborative way of working 
between the service and its referrers. This would be aided by feedback of the study’s 
findings to all participants. It was hoped that the results from the study could be used 
to investigate referrer’s understanding of the current service and the service’s 
understanding of the perceived needs of its users.
17.3. Method
17.3.1. Participants
All participants worked in the Learning Disability Service in the West Sussex area, 
and were employed by either the health authority or by social services. Staff from all 
of the facilities available to people with learning disabilities within this area were 
included. People working in day care facilities, residential facilities and the learning 
disability CMHT were represented in this sample (see Table 1). The aim was to 
include a sample that worked directly within the service for people with learning 
disabilities on a daily basis, therefore, although GPs contribute to services for people 
with learning disabilities, they were not included.
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Table 1: participants included in the study.
Day care facilities
%- participants (number)
Residential facilities
%-participants (number)
Inpatient ward
%-participants (number)
Nurse 1.2% (2) 14.4% (24) 3.6% (6)
Nursing assistant 1.8% (3) 22.8% (38) 7.8% (13)
Social Services manager 394(5) 1.8% (3)
Social Services 
instructor*
13.8% (23) 24.6% (41)
Psychiatrist 0.6% (1)
Community nurse 2.4% (4)
Occupational therapist 0.6% (1)
Speech and language 
therapist
0.6% (1)
Physiotherapist 0.6% (1)
TOTAL (=166) 24.6% (41) 63.8% (106) 11.4% (19)
* A Social Service instructor is a member of staff who works with people with learning disabilities in 
any capacity operating below the level of manager.
17.3.2. Design
A  cross sectional questionnaire survey was used. All participants received the same 
questionnaire, the results of which form the basis of this study.
17.3.3. Questionnaire
The questionnaire was developed in consultation with the Clinical Psychologist in the 
Learning Disability Service, using her knowledge of both this service and previous 
services she had worked in. Areas of interest highlighted by previous research were 
also used to inform question areas. The questionnaire was then piloted on secretarial 
and administrative staff. This pilot showed up some areas of weakness in the clarity 
of the questionnaire, resulting in some necessary structural changes before it was 
distributed.
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The resulting questionnaire addressed participants’ understanding and needs of the 
current clinical psychology service with reference to the areas outlined below.
(1) The work of the clinical psychologist. This included a list of possible presenting 
problems that participants were asked to decide which they would refer to clinical 
psychology.^
(2) Expectations of intervention. Questions in this area asked participants to give their 
preferred course of action by a psychologist, following referral for a specific 
problem.
(3) Referrals. This area included questions on knowledge of the referral system and 
factors affecting decisions to refer to the service, as well as questions about who 
could and who should refer.
(4) A section for comments about how the service could be improved from a 
referrer’s viewpoint.
The questions aimed to elicit both quantitative and qualitative data by including 
comments sections, thus offering participants the chance to expand on any of the 
sections above. (Appendix 1).
The questionnaire also included a section asking for information about the type of 
work done by the respondent and their familiarity with the service. The questionnaires 
were anonymous although it was recognised that there was a chance of the 
respondents being identified from the above information. Participants were therefore 
made aware of this and reassured that the information gathered would be used solely 
for the purposes of this study. A cover letter was sent with the questionnaire 
explaining the reason for the study, and the researcher’s name and coptact number for 
any queries (see Appendix 2).
 ^Problems not deemed suitable for referral to clinical psychology were also included in an attempt to 
account for acquiescence in answering.
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17.3.4. Procedure
The study was explained to the most senior staff member in all of the settings prior to 
the distribution of questionnaires^. The questionnaire was then given out to 
participants at staff meetings after permission from the senior staff member, and were 
filled out at this time. Before distributing the questionnaires the researcher read out 
the accompanying letter at this time to explain the study to the staff. While the 
questionnaires were being filled out the researcher left the room to avoid answering 
any further questions by the staff group, as this could have biased the results by 
providing answers biased to the researches aims.
Where staff were unable to attend these meetings, questionnaires were left for them 
and a volunteer from the staff group took responsibility for giving and collecting 
those questionnaires. To enhance return rates of these questionnaires, the volunteer 
was asked to encourage these staff members to fill out the questionnaire immediately 
rather than collecting it and then returning it to them. Where possible the volunteer 
was a more senior member of staff to aid in this process. The letter explaining the 
project was also attached to these forms. Where the questionnaires had been left they 
were picked up four days later to try to increase return rates. An envelope was 
attached to all of the questionnaires for them to be sealed in once they had been filled 
out to provide confidentiality.
The aims of the study were discussed with the manager of the learning disabilities 
service in the West Sussex area and through collaboration it was decided that the 
results would be fed back to all participating services.
17.4. Results
Of the 166 questionnaires sent out 103 were returned, representing a return rate of 
62%. Ten were returned incomplete by temporary staff who did not think that the
 ^ This was not the case for professionals working within the CMHT, who were all approached 
independently.
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questionnaire applied to them, leaving 93 (56%) fully completed questionnaires. Two 
of the poorest return rates came from two of the three social service residential 
settings where it was not felt to be convenient for the researcher to attend a staff 
meeting. On both occasions the manager of the hostel suggested taking responsibility 
for distributing the questionnaires. This resulted in 12.5% (3/24) and 30% (3/10) 
return rates. Consequently care must be taken when generalising from the overall 
results to these specific settings. The remaining questionnaires not returned were 
from residential health provided bungalows, where due to the shift pattern, 24 
members of staff were excluded from the researcher’s visit. The return rate for the 
bungalows was nevertheless 60%, showing an average representation from this 
population.
The profiles of the respondents were as follows 51% (N=48) were employed by the 
health service, and 49% (N=45) were employed by social services, of these, 36% 
(N=33) worked in a day setting and 46.7% (N=42) in a residential setting. All of the 
respondents had direct contact with clients. Of the total respondents 44.2% (N=38) 
had referred or initiated a referral to clinical psychology, and 51.1% (N=45) were 
either very familiar of quite familiar with the service, however, 9.1% (N=8) had no 
knowledge of the service and 25% reported having little knowledge (N=22).
The respondents were evenly distributed between Health and Social Services, and 
between day and residential settings, thus reflecting the targeted population. The 
following results can therefore be seen as a representative reflection of the 
understanding and perceived requirements of the Health and Social Service staff in 
this area. ^
Throughout the discussion of the results the inferences drawn about the data have been done so with 
reference to the percentages displayed rather than the actual numbers. This is because missing data 
means that the numbers responding to each question varied making comparison difBcplt.
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Table 2\ shows the proportions of respondents perceiving each type of problem as 
appropriate for referral to clinical psychology.
Problem
Definitely/probably
refer
(number)
Don’t know
(number)
Definitely/ probably 
not refer
(number)
Aggression 90.4% (75) 3.6% (3) 6% (5)
Depression 87.4% (76) 5.7% (5) 4.6% (4)
Schizophrenia 79.3% (69) 10.3% (9) 10.3% (9)
Anxiety 80% (68) 9.4% (8) 10.6% (9)
Bereavement 70.2% (59) 8.3% (7) 21.4% (18)
Eating problems 71.6% (63) 14.8% (13) 13.7% (12)
Inappropriate sexual 
behavior
85.4% (76) 10.1% (9) 4.5% (4)
Offending behaviour 77.9% (67) 12.8% (11) 9.3% (8)
Health promotion 55.3% (47) 21.2% (18) 22.3% (19)
Relationships 65.5% (55) 14.3% (12) 20.3% (17)
Advice on management 
of behaviour
67.9% (57) 15.5% (13) 16.7% (14)
* Organisation of day 
care provision
24.1% (20) 24.1% (20) 51.8% (43)
* Advice on medication 22.8% (18) 24.1% (19) 53.2% (42)
* Denotes problems not deemed suitable for referral to clinical psychology by the 
researcher.
Table 2 suggests that participants had a good understanding of the types of problems a 
clinical psychologist could offer help with. In terms of problems to which participants 
would “definitely” or “probably” refer, all problems with which clinical psychologists 
could be consulted were recognised by more than 55.3% of participants, the problems 
not suitable for referral to clinical psychology were recognised as such by over 51.8% 
of participants. Furthermore, of appropriate problems only three were recognised as 
appropriate by less than 70% of participants. The three, “health promotion”, 
“relationships” and “advice on management of behaviour” could be seen as distinct as
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these were aimed at preventative intervention or general management rather than 
problem focused.
Table 3: shows the respondents’ preferences with regard to the intervention expected 
from clinical psychologists following referral.
Problem
Treatment 
(crisis, long 
term)
(number)
Assessment
(number)
Advice on treatment/ 
education/ training
(number)
Multidisciplinary working
(number)
Aggression 33.9% (56) 25.5% (42) 28.5% (47) 12.1% (20)
Advice on 
medication
9.7% (5) 22% (9) 56% (23) 9.8% (4)
Depression 33.3% (44) 25.8% (34) 26.5% (35) 14.4% (19)
Schizophrenia 32.1% (42) 25.2% (33) 30.5% (40) 12.2% (16)
Anxiety 34.6% (44) 22.8% (20) 31.5% (40) 11% (14)
Bereavement M%PQ 17% (18) 40.6% (43) 8.5% (9)
Health promotion 16.4% (13) 19% (15) 45.6% (36) 19% (15)
Eating problems 30.4% (38) 21.6% (27) 35.2% (44) 12.8% (16)
Relationships 28.7% (33) 18.3% (21) 37.4% (43) 15.6% (18)
Inappropriate 
sexual behaviour
30.3% (47) 25.8% (40) 31.6% (49) 12.3% (19)
Oi^anisation of 
day care provision
8.5% (4) 29.8% (14) 42.6% (20) 19.1% (9)
Offending
behaviour
30.5% (46) 26.5% (40) 28.5% (43) 14.6% (22)
Advice on 
management of 
behaviour
20% (23) 22.6% (26) 39.1% (45) 18.3% (21)
The most commonly preferred intervention for each problem has been italiced.
Table 3 shows different preferences for different problems, the majority being in line 
with what would be offered by the service. Treatment and education/training were 
consistently the most favoured interventions.
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4'. shows factors likely to prevent respondents from referring to clinical 
psychology.
Definitely/
probably
Don’t Know Definitely/ 
Probably Not
(number) (number) (number)
Too long a waiting time? 31.7% (25) 25.3% (20) 41.8% (33)
Not sure if referral was appropriate? 43.6% (34) 17.9% (14) 38.4% (30)
Not sure if referral would be accepted 
from you?
36.4% (28) 24.7% (19) 39.0% (30)
Not sure how to refer? 39% (30) 16.9% (13) 44.2% (34)
The most frequent responses for each answer have been italiced.
Table 4 focused on factors affecting referrals and showed that all four of the factors 
could influence participant s likelihood of referral. “Not knowing how to refer” and 
“Not knowing if the referral is appropriate” were the factors most likely to affect 
referral, yet the two remaining factors also scored highly. The relatively frequent 
Don t know answers in all cases is also noteworthy, implying that information in 
the form of a referral guide for this area would be appropriate.
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Table 5: shows respondents perceptions of (a) who can refer to clinical psychology 
and (b) who staff would like to be able to refer.
Can refer now Like to refer
Yes No Don’t
know
Yes No Don’t know
(number) (number) (number) (number) (number) (number)
Keyworker 48.7% (37) 14.5% (11) 26.8% (28) 70% (42) 8.3% (5) 21.7% (13)
Manager 79.7% (63) 2.5% (2) 17.7% (14) 69% (40) 1.7% (1) 29.3% (17)
GP 67.7% (63) 14% (13) 18.3% (17) 70.4% (38) 1.9% (1) 27.8% (15)
Other NHS 
Professionals
70.1% (54) 2.6% (2) 27.3% (21) 69.1% (41) 3.6% (5) 27.3% (14)
Parent/Carer 36.6% (26) 14.1% (10) 49.3% (35) 68.3% (41) 8.3% (5) 23.3% (14)
Self 30.9% (21) 23.5% (16) 45.6% (31) 57.9% (33) 10.5% (6) 31.6% (18)
All the groups above would be accepted as legitimate sources of referral by the 
clinical psychology service. The highlighted groups indicate the largest discrepancy 
between those staff think can refer and those who staff would like to be able to refer.
Table 5 highlights some discrepancy between who participants think can currently 
refer and who they would like to be able to refer. Most noticeably for keyworker, self 
referral and parent and/or carer referral, more respondents thought it was appropriate 
for them to be able to refer than thought it was possible. The high number of 
responses in the Don t Know ’ columns reflects a notable lack of knowledge about 
the referral process, again suggesting there would be some value in a referral guide.
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The lists below represent the qualitative data from the questionnaires, which were 
grouped to form the following categories.
1. How could a psychologist help you with your work with clients?
Suggest treatment packages 18.3%
Number of 
respondents 
(19)
Assess the problem 18.3% (19)
Advise and train staff 13.5% (14)
Help staff to understand the clients behaviour 11.5% (12)
Assist and support staff working with clients &7% (9)
Provide staff with information 3.8% (4)
Include staff more in psychologists work 2.9% (3)
2. Would you want the service to include training on techniques and disorders even if 
you did not refer clients?
87% (81/93) of respondents said ‘yes’ they would like training, although many 
stressed that they would want it to be directly relevant to their cases.
3. Would you want the psychologist to work independently with your referral or 
collaboratively with you?
Of the answers given 75.3% (70/93)of respondents said that they would prefer a 
collaborative approach, and offered the following comments:
Stressed the value of joint working 30.8% (4)
Value of staffs knowledge of clients to aid work 23.1% (3)
Stressed collaborative working as a way to provide 
a consistent approach to problems 23.1 % (3)
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4. How could the service be more helpful to you? 
Make explicit the role, aims and procedures
engaged in by clinical psychologists 21.8% (12)
Provide more feedback 12.7% (7)
Provide more psychological input 12.7% (7)
Include more joint working 10.9% (6)
Offer advice to carers 5.5% (3)
Closer working 3.6% (2)
Regular and planned meetings with staff 3.6% (2)
Offer a Client friendly referral form 3.6% (2)
17.5. Discussion
The current study aimed to assess the perceptions of clinical psychology from 
referring agents within both Health and Social Services in the learning disability 
service. It was successful in achieving a good return rate which reflected a range of 
views from both these sources. As such it is suggested that the results are likely to be 
representative of the views from the target population.
The study attempted to recognise the types of problems that referrers would typically 
view as needing intervention from clinical psychology and what they would want the 
service to offer. It also aimed to access any service related factors affecting referrals 
that could be addressed to improve the current service.
17.5.1. Types o f problems likely to be referred
The results of this part of the questionnaire showed that referrers would refer to 
clinical psychology for a range of problems. The results suggested a perceived need 
for intervention with problems which was generally in line with what the Clinical 
Psychology Service would offer. More preventative strategies such as “Health 
Promotion” and work around “Relationships” were not rated as highly as other 
problem areas. It may be hypothesised that these areas of intervention have a low 
profile and are not promoted by Clinical Psychology within the learning disability 
service. As both of these areas are viewed as valid and important areas of work within
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the learning disabled population this highlights an area of weakness within the service 
which needs to be addressed.
17.5.2. Valued Interventions
The results from the study highlighted the roles that referrers most valued from a 
service. These emphasised direct intervention and advice. The qualitative responses 
further highlighted these themes underlining the value of joint working and the need 
for feedback to, and closer working with, professional carers. Advice and information 
was also reiterated, in particular the request for treatment packages and training, with 
particular reference to assessment. Therefore there is some indication of a desire for 
closer working and the usefulness of a Consultancy Model within this service. At the 
same time table 2 shows multidisciplinary working” was the lowest preference of 
actions required of the service. It can be hypothesised from this that referral is made 
for the skills offered by psychology rather than as a means of accessing other service 
providers.
17.5.2. Service Issues
The study addressed the referral process and found that factors such as length of wait 
and confusion over the referral process could affect the likelihood of referral. 
Evidence that confusion existed over the referral process indicated that a referral 
guide needs to be developed and distributed. In addition almost a quarter of 
participants requested more information about the role, aims of, and procedures 
undertaken by clinical psychologists, and a referral guide could incorporate this 
information to further aid referral choice. This information would also begin to 
address the lack of familiarity with the service reported by a high number of referrers, 
a factor possibly reflecting the inaccessibility found in other studies.
17.5.4. Strengths
The current study benefited from the inclusion of all professional health and social 
services carers in daily contact with the learning disabled population as it enabled the 
results to be generalised to the service as a whole and it increased the visibility of the 
service. The increased visibility was achieved by both the distribution of the
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questionnaires and by feedback given to all of the participants, and was particularly 
important as the service was relatively new. The questionnaire was, therefore, 
designed to provide good face validity and to offer referrers a chance to directly 
comment on and potentially influence service provision.
17.5.5. Limitations
The limitations of this study lie in the difficulty of generalising the results to 
residential services run by social services, as two of the three targeted had poor return 
rates. Secondly, the noticeable absence of involvement of the client population has 
meant that the results only reflect the needs of the referrers not the service users and it 
is recogmsed that these may differ. Further, although the questionnaire was able to 
reflect the types of problems that respondents would refer to Clinical Psychology, it 
was unable to offer further explanation as to why respondents would not refer i.e. it 
does not explore the referrers decision process in terms of (i) their own ability to work 
with the presenting population, (ii) who else they may prefer to refer to, and (iii) 
where psychology features in any order of preference for referral.
17.5.6. Summary
In summary the study offered support for findings from previous literature, including 
inaccessibility and a desire for more collaborative working (Osboume-Davis 1996). It 
also stressed the need for a clearer definition of the role and skills of clinical 
psychology, despite the answers reflecting a good level of understanding about the 
types of problems that would be seen. There was however a positive perception of 
clinical psychology with its input being valued.
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QUESTIONNAIRE
Please fill in the questionnaire below as frankly as possible. The questions relate 
specifically to the service offered now for people with learning disabilities, and will 
be used in the future planning of the Psychology Service. If you have any further 
points not covered in the questions, please feel free to express them overleaf.
In order for the service to be tailored most specifically to your needs it would be 
helpful if you could complete the following section before filling in the questionnaire.
For each question either circle one item, or write the answer on the line provided.
1 .1 am employed by : The Health Authority Social Services
2. My job title is;........................................................
3 .1 work in a: • day centre
• residential setting
• both
• other (please state)
4. Please circle as many as you think are relevant 
My job includes:
• direct work with clients
• indirect work with clients
• domestic care
• therapeutic care
• working with clients in a working environment
• managing medication
• managing staff
• other: please state
5. Have you referred to or initiated a referral to the Psychology Service? Yes No
6. How familiar are you with the Psychology Service?
Very quite have some have little have no
familiar familiar knowledge knowledge knowledge
in
Problems
1. Using the table overleaf please indicate the type of problems you think a 
psychologist would work with.
2. Using the list of possible actions below indicate what you would like the 
psychologist to do in the action wanted box in the table.(please indicate as many as 
you think are relevant.)
3. The first box “Self injurious behavior” has been filled in as an example.
4. The boxes marked as “other” are for you to suggest any other problems you think a 
psychologist would work with.
A Treatment - Crisis management (help with a problem when it requires urgent 
intervention)
B Treatment - long term work (help with a problem when it is causing concern for 
staff/client, but might not be seen as urgent)
C Assessment
D Psychometric assessment including IQ 
E Advice on treatment 
F Information
G Education/training for staff 
H Multidisciplinary working 
I Other (Please state)
Problem definitely
refer
probably
refer
don’t
know
probably 
not refer
definitely 
not refer
action
wanted
self injurious 
behavior y
Aggression
Advice on 
medication
Depression
Schizophrenia
Anxiety
Bereavement
Health 
promotion 
(sex ed., drugs 
& alcohol ed.) 
with clients.
Eating
problems
Relationships
Inappropriate
sexual
behavior
Organisation 
of day care 
provision
Offending
behaviour
Advice on 
management
Other
Other
Other
Other
1 5 6
Expectations
• How could a psychologist help you with your work with clients?
1.
2 .
3.
• Would you want the service to include training on techniques and disorders even if 
you did not refer individual clients?
Yes/no
comments;
• Would you want the psychologist to work independently with your referral or in 
collaboration with you?
Independently
comments:
collaboratively
Referrals
What would stop you from referring at this time?
Definitely Probably Don’t
Know
Probably
Not
Definitely
Not
Too long a waiting time?
Not sure if referral was appropriate?
Not sure if referral would be accepted 
from you?
Not sure how to refer?
Other? (Please state)
Who can make a referral now (“Can refer now”)?
Who would you like to be able to refer (“Like to refer”)?
Can refer now Like to refer
Yes No Don’t
know
Yes No Don’t
know
Keyworker
Manager
GP
Other NHS Professionals
Parent/Carer
Self
Other (please state)
comments:
Future improvements of the service
How could the clinical psychology service for people with learning disabilities be 
more helpful to you?
Thank-you for your help in filling in this form
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Dear
As you may be aware there has been a clinical psychology service for people with 
learning disabilities available since January. As this is a new service it is currently 
interested in the needs and views of staff working in learning disabilities in relation to 
clinical psychology. It is hoped that you will fill in the enclosed questionnaire as 
frankly as possible, in order that it can be used to influence service development in 
the direction most wanted by yourselves and most needed by clients. As this will be 
influential in service development it is important that as many questionnaires as 
possible can be completed to give a comprehensive picture of service requirements.
Once you have completed the questionnaire please seal it inside the attached envelope
and return it t o ..................... by th e .................. Thank-you for your help and if you
have any questions about the questionnaire or the reasons behind it please feel free to 
contact me on 01403 266966 ext. 222.
Yours sincerely
Alison Wallis
Clinical psychologist in training
l h C >
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Table 1 shows the 
types of problems 
psychology.
Table!
full results for the proportions of respondents indicating which 
they would perceive as appropriate for referral to clinical
Problem
Definitely
refer
(number)
probably
refer
(number)
Don’t
know
(number)
probably 
not refer
(number)
Definitely 
not refer
(number)
Aggression 41% (34) 49.4% (41) 3.6% (3) 4.8% (4) 1.2% (1)
Advice on medication 8.9% (7) 13.9% (11) 24.1% (19) 26.6% (21) 26.6% (21)
Depression 36.8% (32) 50.6% (44) 5.7% (5) 4.6% (4) 2.3% (2)
Schizophrema 44.8% (39) 34.5% (30) 10.3% (9) 6.9% (6) 3.4% (3)
Anxiety 30.6% (26) 49.4% (42) 9.4% (8) 8.2% (7) 2.4% (2)
Bereavement 26.2% (22) 44% (37) 8.3% (7) 20.2% (17) 1.2% (1)
#Health promotion 16.5% (14) 38.8% (33) 21.2% (18) 17.6% (15) 4.7% (4)
Eating problems 28.4% (25) 43.2% (38) 14.8% (13) 11.4% (10) 2.3% (2)
#Relationships 27.4% (23) 38.1% (32) 14.3% (12) 17.9% (15) 2.4% (2)
Inappropriate sexual 
behavior
37.1% (33) 48.3% (43) 10.1% (9) 3.4% (3) 1.1% (1)
* Organisation of day 
care pro\dsion
10.8% (9) 13.3% (11) 24.1% (20) 28.9% (24) 22.9% (19)
Offending behaviour 34.9% (30) 43% (37) 12.8% (11) 8.1% (7) 1.2% (1)
Advice on management 
of behaviour
29.8% (25) 38.1% (32) 15.5% (13) 10.7% (9) 6% (5)
T a b le  2  s h o w s  th e  fu ll r e su lts  fo r  th e  r e sp o n d e n ts  p referred  s tr a te g ie s  fo r  a c t io n  b y  th e
p s y c h o lo g is t  f o l lo w in g  referra l.
Table 2
Trcatmcnt Treatment I Asscss-
(crisis) I (longterm) I mcnt
Advice on 
treatment
Problem (number) (number) 
Aggression 59.1% (55) 58.1% (54)
Advice oiTj 7.5% (7) | 8.6% (8)
medication
Depression I 45.2% (42) I 52.7% (49)
Schizophren- 47.3% (44) 51.6% (48)
(number) 
12.9% (12)
(number) 
37.6% (35)
Anxiety 37.6% (35) I 49.5% (46)
Bereaveme- | 33.3% (31) | 40.9% (38) 
nt
^ a l t h  I 15.1% (14) I 22.6% (21)
promotion
Eaüng I 30.1% (28) | 47.3% (44)
problems
Rclationshi- | 18.3% (17) | 39.8% (37)
ps
Inappropri- | 41.9% (39) | 53.8% (50)
ate sexual 
behaviour
Organisation | 6.5% (6) | 6.5% (6)
of day care 
provision
Offending j 43% (40) 
behaviour
Advice on | 23.7% (22) 
management
49.5% (46) 
31.2% (29)
51.6% I 17.2% (16) I «%  (40) 
(48)
7.5% (7) I 11.8% (11)
49.5% I 19.4% (18) I 34.4% (32) 
(46)
35.5% I 10.8% (10) I 34.4% (32) 
(33)
Inform­ Educati­ Multidis­
ation on/ ciplinary
training working
(number) (number) (number)
36.6% 39.8% 1 24.7%
(34) (37) 1 0%
20.4% 0%(0) 5.4% (5)
(19)
38.7% 26.9% T~  21.5%
(36) (25) (20)
35.5% 33.3% 1 ” 20.4%
(33) (31) (19)
32.3% 20.4% 17.2%
(30) I (19) j (16)
36.6% 29% (27) ïï.8%
(34) (11)
38.7% 34.4% I 18.3%
(36) (32) (17)
40.9% ~ 32.3% 19.4%
(38) (30) (18)
38.7% 1~  32.3% 1 18.3%
(36) (30) (21)
45.2% 37.6% r 21.5%
(42) (35) (20)
20.4%
(19)
38.7% I 32.3% 24.7%
(36) (30) (23)
43% (40) 39.8% 22.6%
(37) (21)
I (oS>
T a b le  3  s h o w s  th e  fu ll  r e su lts  fo r  fa c to r s  l ik e ly  to  p rev e n t r e sp o n d e n ts  fro m  re ferr in g
to  c l in ic a l  p s y c h o lo g y .
Definitely
(number)
Probably
(number)
Don’t
Know
(number)
Probably
Not
(number)
Definitely
Not
(number)
Too long a waiting time? 8.9% (7) 22.8% (18) 25.3% (20) 20.3% (16) 21.5% (17)
Not sure if referral was appropriate? 5.1% (4) 38.5% (30) 17.9% (14) 20.5% (16) 17.9% (14)
Not sure if referral would be 
accepted from you?
10.4% (8) 26% (20) 24.7% (19) 14.3% (11) 24.7% (19)
Not sure how to refer? 16.9% (13) 22.1% (17) 16.9% (13) 16.9% (13) 27.3% (21)
Table 4 shows the full results for respondents perceptions of who can refer to clinical 
psychology and who staff would like to be able to refer.
Table 4
Can refer now Like to refer
Yes
(number)
No
(number)
Don’t
know
(number)
Yes
(number)
No
(number)
Don’t know
(number)
Keyworker 48.7% (37) 14.5% (11) 26.8% (28) 70% (42) 8.3% (5) 21.7% (13)
Manager 79.7% (63) 2.5% (2) 17.7% (14) 69% (40) 1.7% (1) 29.3% (17)
GP 67.7% (63) 14% (13) 18.3% (17) 70.4% (38) 1.9% (1) 27.8% (15)
Other NHS 
Professionals
70.1% (54) 2.6% (2) 27.3% (21) 69.1% (41) 3.6% (5) 27.3% (14)
Parent/Carer 36.6% (26) 14.1% (10) 49.3% (35) 68.3% (41) 8.3% (5) 23.3% (14)
Self 30.9% (21) 23.5% (16) 45.6% (31) 57.9% (33) 10.5% (6) 31.6% (18)
All of the groups above would be accepted as legitimate sources of referral by the 
clinical psychology service.
/
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1. How could a psychologist help you with your work?
Crisis treatment 2 .9% (3)
Risk assessment 1%
Curing causes o f difficult behaviour 1% (1)
Explain referral process 1% ( n
2 . How could the service be more helpful to you?
Shorter waiting lists 3 5% p )
More group work % g%
Annual review of clients 1 g%
Treating nusing assisstants as professionals 1.8% (1)
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Table 5 shows the percentage and number of responses covering all of the groups 
participating in the study.
Table 5
Day care facilities
%- participants (number)
Residential facilities
%-participants (number)
Inpatient ward
%-participants (number)
nurse 2.2% (2) 12.9% (12) 3.2% (3)
nursing assistant 3.2% (3) 18.3% (17) 6.5% (6)
Social Services manager 5.4% (5) 2.2% (2)
Social Services instructor 23.7% (22) 16.1% (15)
psychiatrist 1 % (1 )
community nurse 2.2% (2)
occupational therapist 1 % (1 )
speech and language 
therapist
1 % (1 )
physiotherapist 1 % (1 )
TOTAL (=93) 40.9% (38) 49.5% (46) 9.7% (9)
l é > 8
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18.1. Introduction
The aim of this paper is to review the evidence for and against the presence of 
impairment in emotion recognition in people with learning disabilities (LD). 
Following the seminal work of Ekman and Friesen (1971), which reported on the 
cross cultural use of facial expressions to reflect emotion, attempts have been made to 
isolate subgroups in the general population where skills in emotion recognition have 
been impaired. One such subgroup is people with dementia. Research with people 
with dementia has reported a deterioration of facial affect recognition skills with 
progression of the disease (Kurucz et al, 1979), leading authors to suggest a link 
between impaired cognitive functioning and affect recognition (Brosgole et al, 1986). 
Additionally, controlled studies have reported impairment in facial affect recognition 
for people with schizophrenia (Feinberg et al, 1986; Heimberg et al, 1992), and 
affective disorders e.g. anxiety and depression (Feinberg et al, 1986).
It would seem clear, based on the above studies, that both cognitive impairment and 
mood disturbance can affect recognition. The implication of these findings for people 
with LD is that the cognitive impairment associated with LD may lead to impaired 
affect recognition skills in this population. Furthermore, failure to account for and/or 
exclude diagnosis of schizophrenia, anxiety or depression when investigating the 
relationship between cognitive impairment and affect recognition in people with LD 
may confound results. The screening of participants for such diagnoses will be 
referred to when studies investigating the relationship are reviewed below.
This review will consider the possible implications of impaired affect recognition for 
people with LD and review the main studies investigating the presence of this 
relationship. The type of methodology and study design required to satisfactorily 
address this question will then be discussed before outlining the implications for 
future research.
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18.2. The impact of poor emotional understanding in those with learning 
disabilities
Understanding emotion is a vital skill in non-verbal communication, therefore deficits 
in emotional understanding would be likely to directly affect the development of 
social communication(Ekman, Friesen, & Ellsworth, 1972 cited ip McAlpine et 
al, 1992). Understanding, and responding to, non-verbal behaviour as a social cue is 
important in learning about social consequences and behaviour (Rojhan et al, 1995a). 
Without the development of such skills, people with LD are likely to exhibit 
behaviour which is unpredictable to others, and to interpret and respond to other 
people’s behaviour incorrectly, reducing their chances of communicating effectively 
and being at increased risk of social rejection (Maurer and Newbrough, 1987).
Research within the LD population has suggested poor social skills and lack of 
appropriate interpersonal behaviour may be central to the difficulties in integration 
experienced by the LD population within the community (McAlpine et al 1992), 
affecting both social and work environments (Greenspan et al, 1981). Social isolation 
(Chadsey-Rusch et al, 1992), associated increased risk of mental illness (Rojahn et al, 
1995a), and reduced chances of employment(Greenspan,1981) have been linked to 
poor emotional understanding. This then is an important area of study if risks to 
mental health are to be reduced and social integration achieved for people with LD.
18.3. Facial expression as an indicator of affect
The ability to recognise facial expressions of emotion has been isolated as one of the 
necessary components of successful social interaction. Camras, Grow & 
Ribordy(1983), reported an increased chance of empathie responses from others if 
individuals can recognise their facial expression of emotion, increasing the likelihood 
of reciprocal interactions. Whilst it is recognised that facial expression is one of a 
number of interdependent communication variables, it has been the main focus for 
affect recognition studies, and is the focus of the current review. This review presents 
research which both supports the presence of a deficit in emotion recognition 
associated with people with LD and argues against it.
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18.4. Studies supporting the relationship between the presence of a LD and 
impaired facial affect recognition
Studies exploring the relationship between LD and affect recognition skills have used 
a number of different experimental tasks, varying in complexity and making 
comparisons across studies difficult. Studies reviewed here will be grouped by 
experimental task. The hierarchy of task difficulty described by Adams and Markham 
(1991) will be used to arrange the studies in order of increasing difficulty.
78.4.7. g/np/qyrng a recogMzrio» wzYA /aW V fz/zzariozz
discrimination
Studies in this category required participants to match a picture showing an emotion 
to the same emotion described verbally.
Gray et al (1983) investigated the relationship between cognitive ability and affect 
recognition with mild and moderate LD  ^adults (N=13 mean IQ=68.7 and N=13 mean 
IQ=47.5 respectively). Participants were asked to match one of six facial expressions 
(happy, sad, fear, surprise, angry, disgust) (Ekman and Freisen, 1976) with the 
emotion labelled in a short sentence (e.g. “can you show me Mr Brown when he is 
sad? ). Standardised black and white photographs portrayed the six emotions. 
Inclusion was dependent on participants being able to give a definition of each 
emotion. Gray et al reported a significant difference between the two groups’ ability 
to recognise facial affect, concluding that affect recognition is affected by cognitive 
ability.
The robustness of the results has been questioned because of the lack of a general 
population control group. Brosgole et al (1986), suggested that the omission made it 
difficult to conclude that the results were attributable solely to cognitive ability, rather 
than to unmeasured aspects of the testing procedure.
A later study using a similar procedure and a control group did however report 
consistent results. McAlpine et al (1991) conducted a prevalence study with a large
 ^Gray et al reported the participants as moderate and severe, but in line with DSMIV criteria they 
have been re-catorgorised here on the basis o f IQ, for ease of comparison.
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random sample to investigate the relationship between cognitive ability and affect 
recognition. This study included child controls. 128 children of normal intelligence 
(age=5-6 and 8-13 yrs), 179 children and adolescents with LD (age=5-19 yrs) and 194 
adults with LD(age range 19-67 yrs) from the community and residential facilities 
were selected. The LD population included participants with borderline to profound 
LD. Participants were classified according to the American Association on Mental 
Retardation, IQ was not reported. The participants were not matched for mental 
age(MA).
An emotion comprehension test was given to each participant prior to testing, when 
they were asked the meaning of the six emotions to be used in the study (happy, sad, 
angry, fear, disgust, surprise). Participants passing this procedure were included in the 
study. The experimental procedure required participants to point to the one of six 
presented standardised photographs (Ekman and Friesen, 1976) that was congruent 
with a short vignette read aloud (e.g. “if a person was given a birthday present they 
would be glad. Can you show me the face of the person who is happy?”). The results 
showed that both children and adults with LD performed less well than children of 
average intelligence, and recognition skills decreased with lower levels of IQ for the 
LD group. The results of the profound and severe group were not reported as they 
were too poor.
A second study by the same authors (McAlpine et al, 1992) used the same 
methodology with children and adults with and without LD matched for MA and 
gender. The use of a control group of children matched for MA would provide 
information about whether deficits in facial affect recognition are due to slow 
development i.e. lower MA than chronological age or to the presence of a low IQ ( i.e. 
<70).
A sample of 80 children and adults with mild and moderate LD (mean IQ=60 and 47 
for adults, and 62 and 45 for children; MA equivalent not given) and 80 non-LD 
children (age=4-5) produced the following results. As a group the participants with 
LD were less able to recognise facial affect than the control group. The better
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performance by the child control group suggests that low IQ not MA is a salient factor 
in facial affect recognition.
The findings for the adults with LD supported previous work showing the mild LD 
group to be more proficient in affect recognition than the moderate group. This 
finding was not replicated for the children with LD, where no significant difference 
between the mild and moderate LD groups was reported. The authors explained the 
lack of a significant difference as an “artefact of an unplanned sampling bias” in the 
group. The children with mild LD were a predominately institutionalised population, 
whereas the moderate group were a predominantly community based population. The 
results suggest that facial affect recognition may be affected by liviqg environments 
as well as cognitive ability.
There is clearly consistency in the results of the above studies, which support a link 
between LD and impaired facial affect recognition. The studies were aU strengthened 
by the inclusion of an emotion comprehension task, but there was no attempt to 
include a control task to ensure task comprehension, thus group differences could not 
be reliably attributed to impaired affect recognition skills. Participants were not 
screened for any secondary diagnosis (i.e. mood disorder), and how IQ was 
determined was not reported by any of the above studies. In one of the studies the 
mean IQ for participants was not reported, making comparison across studies difficult 
(McAlpine et al, 1991). Only McAlpine et al(1992) attempted to use a matched 
control group, matching for MA and gender, although how participants were MA 
matched was not reported.
Furthermore Weisman and Brosgole(1994) have criticised the use of vignettes as 
used in these studies for being distracting for the LD participants, whilst providing 
additional information to the control participants. Their study compared participants’ 
performances on an affect recognition task when vignettes were used in comparison 
with commands (e.g. show me the happy face). Results showed that vignettes 
produced more errors than commands, with longer vignettes producing the highest 
number of errors. Failure on an affect recognition task may be the result of 
comprehension problems rather than recognition with this typq of prpcedure.
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18.4.2. Studies employing matching tasks
The studies under this heading asked participants to match a visually presented 
stimulus to one of a number of target stimuli.
lacobbo (1978) included six emotions (happy, sad, angry, surprise, fear, disgust). 
Following a task comprehension pre-test, facial photographs were presented 
individually, and participants were required to match the presented stimuli to one of
three comparison photographs.
Participants included children and adults with a mild LD and non-LD school children. 
LD participants were divided into three groups by chronological age (CA). Group 1 
mean CA=10yrs mean IQ=66.34, Group 2 mean CA=16yrs, mean IQ=62.81 and 
group 3 mean CA=28yrs, mean IQ=51.24. lacobbo reported sigijificantly fewer 
correct responses for LD compared to controls for all age groups. Concluding that 
affect recognition is impaired by the presence of a LD.
Harwood et al(1999) attempted to include a more naturalistic stimulus by
investigating the impact of movement in the recognition of facial affect. 12 mild LD
adults (Wechsler Adult Intelligence Scale-Revised (WAJS-R), full scale IQ of 56-73,
age-19-54yrs), and 12 adults without LD matched for age and genfier were recruited.
This study postulated that differences in facial affect recognition were due to
cognitive and visual perception variables. The study used black and white
photographs, video stills and films as visual stimuli. Actors trained in producing
facial expressions created the video stimuli, and the photographs \yere selected from
those of Mazurski and Bond (1993). The emotions used in this study were the six used 
in previous studies.
The procedure included a screening, control and experimental task. The screening 
task required participants to describe and explain the meanings of the emotions to be 
used in the study, and to pass a visual acuity task. The procedure for the control and
The filmed stimuli was shown to undergraduate students and the ones selected had 100% agreement 
for the type o f emotion displayed.
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experimental task required participants to match a presented face to one of the six 
choices available. In the control task participants were required to match one face to 
an identical one of a choice of six, whereas in the experimental task, faces were 
matched by affect.
Differences were found between those with and without LD, and between the 
different types of stimuli presented. Those without LD performed better overall. Both 
groups scored higher with the moving rather than still stimuli. The two groups also 
differed in the pattern of correct responses across emotions. The displays of disgust, 
fear, anger and surprise, were the hardest for the LD group to recognise.
As speed, intensity and direction of movement in the face are critical cues for affect 
recognition, Harwood et al (1999) suggest that the LD group, particularly for these 
emotions, did not pick up relevant cues, due, to visual processing limitations. They 
report the work of Walz and Benson (1996) who found people with LD focus 
overwhelmingly on the mouth to recognise emotion in the face, thus when affective 
information is not carried there, as with these emotions, it would be missed.
Both studies in this section attempted to judge task comprehension. Harwood et al 
included a control task directly comparable to the experimental task, increasing the 
robustness of their results. Emotion comprehension was also included in the design. 
Furthermore, both studies matched participants for age and gender, and reported LD 
participants’ IQ. However only Harwood et al reported the use of a standardised tool 
(WAJS-R) to establish IQ. Both studies failed to screen for concurrent mood disorder.
18.43. Studies employing a matching task and recognition task with verbal labels 
Adams and Markham (1991) incorporated both of the task procedures outlined above. 
This study considered whether people with LD acquired affect recognition skills in a 
similar, albeit slower, way than people without cognitive impairment, or if the 
developmental pattern was different. This was informed by the developmental theory 
of Zigler & Balla(1982), which postulated that people with LD with a familial
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aetiology develop in the same way as non-LD people but more slowly and with a 
lower maturity ceiling, whereas LD people with an organic origin would have an 
impaired development.
This study included participants with mild and moderate LD (N=49) with mean group 
ages of 10.17yrs and 15.92yrs, and mental ages of 6.75yrs and lOyrs respectively. It is 
important to note that the Department of Education would not allow the LD 
participants to be formally assessed, so the MA scores presented represent only some 
of the group members. The control groups (N=61) had mean group ages of 7yrs, 
10.33yrs and 15.83yrs. There was no task comprehension test or attempt to assess 
understanding of the six emotions presented. Standardised black and white 
photographs (Ekman, 1976) were used (happy, sad, angry, disgust, surprise fear). All 
participants completed two tasks. Task A required participants to point out the correct 
one of three faces in response to the question “Can you show me the one who was X 
when the photograph was taken”. Task B required participants to match a photograph 
to the person feeling “the same as” a target photograph.
Adams and Markham reported that the LD population performed less well than did 
the CA controls. The results were inconsistent for the MA controls, with the older 
control group (mean MA 10 yrs) performing better than the group with LD, while no 
difference was reported between the younger aged controls (mean MA 6.75 yrs) and 
the group with LD. These results may reflect a learning curve for the controls, who 
become more proficient at recognising facial affect with age, unlike the LD group. 
Further, no difference between groups was reported for the group with familial LD 
and the control groups at any age. The results showed that verbal labels used in Task 
A did aid recognition, although the difference was not significant.
The results from this study have implications for assuming homogeneity in the LD 
population and would suggest that aetiology may need to be considered more 
carefully in future research. Furthermore, this study confirms the potential of task 
procedure to affect results to some degree and should encourage researchers to
A familial etiology has been defined as one where there is no known pathological cause for the LD, 
and impoverished learning environment or inherited low intelligence is assumed.
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attempt to replicate findings with similar task procedures to provide a more coherent 
body of research.
In terms of procedural considerations the omission of control emotion comprehension 
tasks weaken this study. The lack of a control task is particularly salient here as the 
test language used required a high level of conceptual processing (i.e. same as). There 
was no attempt to match participants or to screen for mood disorders. The study was 
also hampered by the Department of Education’s decision not to allow formal 
cognitive testing for the LD participants, making it difficult to copipare the results 
across studies.
18.4.4. Labelling task with a forced choice between labels
This procedure required participants to choose a verbally presented target emotion in 
response to a visually presented stimulus.
Maurer & Newbrough(1987) used slides of children with and without LD portraying 
posed and spontaneous emotion, as stimuli (happy, sad, angry, neutral). The stimuli 
showing posed facial emotions had been used in previous studies (Masters et al,1979; 
Fellman et al 1983) whereas the slides showing spontaneous emotioi^ were created for 
this study. 75% level of agreement between 50 adult judges made a slide eligible for 
inclusion. The participants were 32 adults with mild to moderate LD (IQ=31-72, 
^E^~24-62yrs) and 23 adults without LD (age=21-61yrs). Each participant was asked 
to label the emotion being portrayed by the children as “happy” “sad” “angry” or “just
O.K.”. Participants with LD correctly recognised fewer facial expressions than the 
non-LD group. Facial expressions of the children without LD were recognised more 
frequently.
The inclusion of spontaneously generated emotion reflected an attempt to include 
stimuli that are more comparable to that witnessed in daily life. Unfortunately it was 
not reported if there was a difference in recognition scores between the posed and 
spontaneous stimuli. Such information could have informed subsequent study design 
by giving information about how well posed emotion reflects spontaneously generated 
emotion.
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Procedural limitations in this study include the lack of a control task and emotion 
comprehension test. Additionally participants were not matched on any variables, and 
no attempt to screen for mood disorders was reported. As with other studies there is 
no explanation of how the reported IQ scores were arrived at.
18.4.5. Studies using rating tasks
The following study required participants to judge if the target face was happy or sad 
and to rate the intensity of the emotion. This procedure was not included in Adams 
and Markham’s hierarchy, therefore the relative complexity of the task is not clear.
Rojahn et al (1995b), questioned whether MA could account solely for the difference 
in affect recognition between LD and non-LD populations or if cognitive impairment,
i.e. low IQ, was the main contributing factor. Rojahn et al postulated the “Emotion 
Specificity Hypothesis” which suggests that group differences cannot be fully 
accounted for by MA, and that a specific deficit in affect recognition is associated 
with LD.
Sixteen adults with LD (IQ-40-70 age=20-49yrs) and 16 children matched for MA 
(age=6-12yrs and 11 adults age-20-35yrs), were shown happy and sad facial 
expressions. Inclusion for LD required a score on the WAIS between 40 and 70. 
Participants were assessed and matched using the Peabody Picture Vocabulary Test 
(Dunn and Dunn, 1981) for receptive vocabulary and the Raven Standard Progressive 
Matrices Test (Raven, 1960) as a cognitive control measure. This study used a 
procedure previously piloted by Rojahn (1994), the Facial Discrimination Task. The 
task has two parts; Part 1. requires the participant to judge if the person in the 
photograph is old or young; Part 2. requires the participant to judge if the person is 
happy or sad. Evidence from the pilot study with LD adults showed that participants 
achieved a higher score on part one than on part two enabling them to conclude that 
the difference in the performance of the two tasks is attributable to the emotional 
component in part two and not to factors associated with the task per se. 40 black and 
white photographs were presented to participants.
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The results supported the emotion specificity hypothesis, showing the LD group were 
significantly poorer than both control groups for the affect recognition task, whereas 
for the age discrimination task the LD and child groups were significantly less 
accurate than the adult group and did not differ significantly from each other. Rojahn 
et al conclude that there exists a specific deficit for affect recognition within the LD 
population. The authors concede that children may have a specific deficit in age 
recognition that would produce similar results, and call for more research into the 
emotion specificity hypothesis.
Regarding procedural considerations, this study incorporated a control task which 
offered direct comparison to the experimental task, but failed to include an emotion 
comprehension task, undermining the results. A strength of the study was the 
participant screening. This excluded people with a DSM III-R Axis 1 diagnosis or 
personality disorder, those taking psychotropic medication, and the presence of a 
sensory or physical disability that could affect performance. Further a WAIS score 
was used to determine I.Q., and the LD participants and child controls were matched 
using a standardised test, making it possible to replicate this study.
18.5. Studies failing to support the relationship between the presence of a 
learning disability and impaired facial affect recognition
The studies above reported evidence for a relationship between impaired facial affect 
recognition and the presence of a LD. Such studies form the largest body of research, 
but a small number of studies have failed to find consistent results.
18.5.1. Studies using rating scales
Levy, Orr and Rosenwieg (1960) included 61 adults with borderline/mild LD (IQ-50- 
79, chronological age (CA)—15-51 yrs), 50 adults diagnosed with psychopathy (CA 
17-35 yrs) and 96 undergraduate students (CA not given). Black and white 
photographs of female faces portraying happiness or sadness were presented. 
Following a task comprehension pre-test, participants were asked to rate the 
photographs on a nine point scale ranging from happy to unhappy. Levy et al reported 
no significant difference between the groups, failing to support tl^ e hypothesis that 
having a LD affects facial affect recognition skills. If, as reported elsewhere, IQ
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affects facial affect recognition skills (Gray, 1983) the inclusion of participants with 
higher levels of IQ than in other studies could account for the non significant findings.
18.5.2. Studies employing a recognition task with verbal labels 
The following group of studies did include participants with IQ ranges equivalent to 
the main body of research in this area. Brosgole, Gioia and Zingmond, (1986) failed 
to find results supporting the relationship between facial affect recognition and the 
presence of a LD for participants with borderline, mild and moderate LD. This study 
included 30 participants with borderline to severe LD (IQ-21-79; age-8-20yrs), and 
20 children judged as normal intelligence by their teachers (age -4yrs 11 months-5yrs 
11 months). The LD participants were defined using DSM III criteria and were all 
tested using the Stanford Binet or the Peabody Picture Vocabulary Test.
Participants were screened for visual acuity prior to testing, and were required to pass 
a task comprehension test. The stimuli presented in the study consisted of three 
cartoon characters (chipmunk, bird and dog) depicting happy, sad, or angry faces. 
Participants were asked to point to the happy/sad/angry animal (described as an 
affective prompt). Differences in facial affect recognition between groups was only 
reported for participants with a severe LD. The results failed to uphold previous 
findings that reported disturbances in facial affect recognition for people with mild 
and moderate LD.
A second study by Gioia and Brosgole (1988) attempted to replicate these findings 
following the same procedure but excluded participants with organic brain syndromes 
such as seizures, and separated participants with and without a diagnosis of Autism 
into distinct groups. In addition descriptive prompts (e.g. “show me the animal that is 
laughing”) and affective prompts were used in an attempt to facilitate those with a 
severe LD. The study included 32 participants with moderate and severe LD (IQ-20- 
49) ranging in age from 6-22yrs and 10 children of average intelligence ranging in age 
from 5yrs 4 months to 6yrs 1 month.
The results from this study confirmed previous results(Brosgole et al, 1986). The 
moderate LD group and the control group did not differ significantly from each other
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and the severe LD group differed significantly from both groups. Further, descriptive 
prompting produced fewer errors than affect prompting.
The results from these two studies are strengthened by ensuring that the task 
procedure was understood by all of the participants, reducing the likelihood of the 
results being affected by task comprehension. Yet both of these studies can be 
criticised for using cartoon characters rather than human face stimuli. Such stimuli 
may provide a simpler task of recognition than the human face, which questions 
whether or not the results from these studies can be confidently compared to other 
studies in the area (Lambert and Defrays, 1978, cited in Rojahn et al, 1995a).
18.5.3. Studies using a naming task
A fourth study which failed to report results confirming the relationship between the 
presence of a LD and impaired affect recognition skills, included participants 
comparable to those in other studies and stimuli showing human faces. Hobson 
Ousten and Lee (1989) included 21 adolescents and young adults with LD ( age=12- 
25yrs) and 21 children without LD (age=4-21yrs) matched for CA and verbal mental 
age as assessed by the BPVS.
The study included control and emotion comprehension tasks. In the experimental 
task black and white photographs (Ekman and Friesen, 1975) were used (happy, sad, 
angry, fear, surprise, disgust), and participants were asked to name the expression 
being shown. The control task showed non human photographs (e.g. duck or seagull) 
and participants were asked to name the object. The authors reported group 
differences between the participants with LD and those without but concluded that the 
differences were not specific to failure in emotion recognition. Failure to report 
results affirming a relationship between the presence of a LD and impairment in facial 
affect recognition in such a well designed study has led the authors to doubt such a 
relationship.
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18.6. Is it possible to conclude that the presence of a learning disability is 
associated with impairments in facial affect recognition?
The studies reviewed have reported evidence for and against a relationship between 
the presence of a LD and impairment in facial affect recognition. A critique of the 
studies, has shown much of the evidence to date is compromised by poor 
methodology and study design. To have confidence in the evidence reported in this 
field, particular safeguards need to be included in the study design. The 
methodological considerations thought to be important in this will be outlined, 
followed by a summary of the studies with respect to these considerations
18.6.1. Methodological considerations
Good study design must take into account both the task procedure and the inclusion 
criteria used for participants. Task procedures must be such that any difference 
between experimental and control groups can be accounted for by impaired affect 
recognition only. Authors must be sure that all participants are able to understand the 
experimental procedure and are able to perform the task without error. This is 
particularly salient with the LD population who may be susceptible io  acquiescence 
(Sigelman, Budd et al, 1981), recency effects and memory disruptions (Antaki & 
Rapley, 1996). Cognitive disruptions that affect understanding or compliance with 
task instruction will undermine the validity of the results found. The inclusion of a 
control task to assess task comprehension would provide such a safeguard.
Within an emotion recognition task, participants’ grasp ofthq meaning of individual 
emotions is essential and must be assessed if the results from a study are to 
confidently comment on recognition skills without the fear of tasjc failure being 
attributable to poor conceptual understanding.
When recruiting participants, attempts to control for secondary diagnoses which may 
account for impaired affect recognition should be made. As suggested by the affect 
recognition literature this would include the presence of concurrent mood disorder. It 
IS acknowledged that screening for dual diagnosis e.g. anxiety or depression within 
this population is difficult (Reed & Clements, 1989), but attempts need to be made to 
control for these confounding variables.
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The inclusion of participants with either Down’s Syndrome or Autism in groups with 
participants without these diagnosis has been questioned. Thg criteria for a diagnosis 
of Autism includes impaired social/communication functioning, i.e. functioning 
which is below an individual’s general level of IQ., whereas individuals with Down’s 
Syndrome are likely to have good social skills relative to their general level of 
functioning. Thus it has been argued that those with Down Syndrpme or Autism 
should be excluded in studies concerned with social communication in the general 
population as the atypical skills associated with these groups has a pptential to skew 
the results (Reed and Clements, 1989; DSMIV 1994).
The inclusion of carefully matched groups considering such variables as gender and 
socio-economic status will make any relationships drawn from data more robust. 
Lastly, clear reporting of LD participants’ IQ’s, and the way in wfhch these were 
determined is necessary in order to be able to draw group comparisons across studies.
Of the studies reviewed here none fulfilled all of these criteria. Although there is a 
larger body of evidence suggesting that cognitive impairment is associated with 
impaired affect recognition, confounding variables may well have affected the data 
from several studies. Thus a conclusion that deficits in facijal affecf recognition are 
attributable to the presence of a learning disability must remain uncertain at this stage.
To summarise the methodological considerations above, in respect of the studies 
currently being reviewed, five studies attempted to account for task comprehension, 
while only four out of eleven studies included an emotion comprehension task.
While one study was weakened by not having a control group (Gray et al, 1983) those 
that did frequently failed to match control and experimental groups adequately. Two 
studies reported the use of MA matched participants(Rojahn et al, 1995b; McAlpine 
et al 1992), three reported an attempt to match for CA(Iacobbo, 1978; Hobson et al, 
1989; Harwood et al, 1999), three for gender(Iacobbo, 1978; Harwood et al, 1999; 
McAlpine et al 1992), and only Adams and Markham(1991) reported all participants 
coming from within the same geographical area. Research in this area has consistently
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failed to control for gender, race, living conditions or socio-economic background. As 
studies have reported living conditions as a potential independent variable affecting 
the ability to recognise facial affect (McAlpine et al, 1992), information gathered on 
environmental, social and personal factors would be helpful in understanding 
potential sources of difference between individuals and/or groups.
A concurrent mood disorder was screened for in one study (Rojahn et al, 1995b). 
Only Gioia and Brosgole (1988) attempted to control for a diagnosis of Autism. There 
was consistency between studies in terms of the level of I.Q. reported for the 
participant groups, but only five out of eleven reported the I.Q with reference to a 
standardised tool.
18.7. Further methodological considerations:
This review has highlighted other factors salient to research in this area. The history 
of institutionalisation for people with LD makes the findings of McAlpine et al (1992) 
particularly significant. If living conditions can account for some of the variance 
between groups, it must be controlled for if a more accurate understanding of affect 
recognition in the LD population is to be gained.
Harwood et al (1999) introduced the necessity of screening for visual acuity when 
using a visual task stimuli, and found that the type of visual stimuli used affected 
performance. These variables could usefully influence task design.
Lastly, the report by Adams and Markham (1991) that participants with a familial LD 
did not differ from MA controls, in contrast with other LD participants, highlighted 
variation within the LD population. With the potential of such variance within the LD 
population, care should be taken in generalising results to such a heterogeneous 
population.
The heterogeneity of participants has significant implications for generalising results 
across the spectrum of disability. The majority of studies have reported populations 
within the mild to moderate LD range, and have chosen not to focus on groups with 
more severe LD. This omission means any relationship found between cognitive
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ability and emotional understanding for mild/moderate groups cannot be reliably used 
to comment on the characteristics of affect recognition skills in those with severe 
cognitive deficits.
In addition to well conceived methodologies, research in this area would benefit from 
incorporating real life stimuli in order to comment on the likelihood of deficits in 
affect recognition applicable to daily life. Studies including more naturalistic stimuli 
may be better placed to comment on the relationship between levels of cognitive 
ability, social environmental factors and affect recognition.
18.8. Future areas of work
Emotional and facial expressions are transient and can be subtle and fleeting. This 
characteristic warrants further investigation. For example, how does time as a 
variable, influence emotion recognition by people with LD? What are the salient 
features of facial expression attended to by both this population and controls? In 
addition the effect of difficulties in suppressing peripheral visual information in 
people with LD (Cha and Merrill, 1994) must be further explored by the use of 
comparable control tasks and variable experimental procedures to isolate emotional 
components. Further studies of such variables could give valuable information about 
why people with LD have difficulty in real life situations and could be used to address 
possible difficulties specific to this population. The use of matched controls and 
optimal screening for possible confounding variables, would offer further help in 
defining problems and solutions specific to this population.
The use of less stylised and static stimuli would help to capture the true form of facial 
affect with attention being paid to the effect of movement patterns and context. It 
would be informative to study further the ability to express and recognise facial affect 
as both of these skills are clearly necessary to communicate. Lastly, there is a need for 
good intervention studies to assess the effect of any training for people with LD, if 
this area of study is to be truly useful to the population it is studying.
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18.9. Conclusion
This review of current research in this area has highlighted a number of 
methodological considerations that affect the validity of any conclusions about 
whether or not the presence of a LD is associated with difficulties in facial affect 
recognition. At present the body of research addressing this question has not 
satisfactorily met the criteria outlined and a firmer conclusion would require future 
research to be based on sound experimental design.
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19. MAJOR RESEARCH PROJECT
A study to investigate the ability of people with and 
without learning disabilities to express and recognise 
emotion in the human face.
Year Three
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19.1 Abstract
Aim: To investigate the ability of people with and without learning disabilities to express 
and recognise emotion in the human face, and to explore whether these two skills are 
related. A second aim was to investigate if being familiar with people vdth learning 
disabilities enhanced participants ability to recognise emotions expressed by this group. 
Method: Fifty nine participants, 17 members of staff working at day centers with people 
with learning disabilities, 16 controls who were unfamiliar with people with learning 
disabilities, and 26 adults with mild and moderate learning disabilities took part in an 
emotion expression and recognition task. The expression task required each participant to 
be filmed talking about happy and sad events. Edited clips from these interviews were 
then used to provide stimuli for the emotion recognition task. Results: Significant 
differences were reported between groups for the emotion recognition task, but no such 
difference was associated with emotion expression. The results did not find a relationship 
between skills in emotion expression and emotion recognition. No differences existed 
between the staff group and the controls for recognition of emotion in the faces of the 
adults with learning disabilities. Conclusion: The range of the scores for the adults with 
learning disabilities in the emotion recognition task casts doubts about whether deficits in 
recognising happy and sad emotion in the human face is necessarily associated with the 
presence of a learning disability. The failure to find group differences in emotion 
expression scores would suggest that adults with learning disabilities use facial 
expression to communicate emotion.
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19.2 Introduction
The descriptions used to define a learning disability (LD) include both intellectual 
impairment (an IQ of less than 70) and the presence of significant deficits in social- 
interpersonal and communication skills (DSM IV; Luckasson et al, 1992), also referred to 
as an inability to initiate and maintain interpersonal interaction (Grossman 1983). One of 
the components of social interaction that has been focused on in the literature has been 
the ability to understand facial expressions (Gray et al, 1983; Maurer and Newbrough, 
1987a; Hobson et al, 1989; Adams and Markham, 1991; McAlpine et al, 1991,1992; 
Rojahn et al 1995b; Harwood et al, 1999 ). Facial expressions are of particular 
importance in social interaction as they provide non-verbal means of expressing and 
communicating emotion (Ekman, Friesen and Ellsworth, 1972). Facial expressions can 
provide additional information to voice tone and content of speech in communication, 
especially if these are ambiguous or missed by the receiver. Thus facial expression acts to 
reduce the chance of misinterpreting communication (Marcell and Jett, 1985). The 
importance of being able to interpret facial expressions has been suggested by several 
authors (Holder and Kirkpatrick, 1991; Rojahn et al 1995a).
Research has reported that children with LD experience difficulties in their relationships 
with people familiar to them, in particular with parents and teachers (Chapman and 
Boersma, 1979; Garrett and Crump, 1980) and with difficulties in empathy (Bachara, 
1976) and in making social inferences (Bruno, 1981). This type of research has led 
authors to suggest that difficulties present in these social skills could be directly 
attributed to impaired skills in understanding facial expressions of emotion (Holder and 
Kirkpatrick, 1991). The importance of adequate facial recognition skills has been 
highlighted in the development of social interaction skills because of its predictive nature. 
Understanding the non verbal cues in an interaction enables an individual to learn about 
the social consequences of their own and others’ behaviour, which over time can be 
modified (Rojahn et al, 1995a).
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If people with learning disabilities have difficulties in social interaction, and, as 
suggested above, these deficits are mediated through impaired ability in understanding 
and using facial expressions in social contexts, there are potential difficulties for the lives 
of people with learning disabilities within the community. Indeed, impairments in social 
awareness have been cited as a direct cause of job failure, (Greenspan and Shoultz, 
1981), with social incompetence and non-social reasons (e.g. inability to fulfil the role 
adequately) being of similar importance in explaining job failure. Further, Greenspan and 
Shoultz found that when people with LD were dismissed for social incompetence, poor 
interpersonal behaviour or low social awareness was cited as the most frequent cause. 
This evidence alongside reports of difficulties in social adjustment (Smith et al, 1985) 
and lack of social support, both of which are associated with an increased risk of 
depression (Reiss and Benson, 1985) has encouraged research into emotional 
understanding with people with LD.
The increased chance of social isolation, job failure (Greenspan and Shoultz, 1981) and 
difficulties in close relationships (Chapman and Boersma, 1979; Garrett and Crump, 
1980) would suggest that interventions aimed at improving skills in understanding facial 
expressions with people with LD should be investigated. It would, however, first be 
necessary to establish whether or not the poor social interpersonal skills attributed to 
people with LD are indeed mediated by impairments in understanding facial expressions. 
This has been attempted by investigating the skill of people with LD in understanding 
emotion recognition.
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19.2.1 Research investigating the relationship betyveen impairments in 
understanding facial expressions and the presence of a LD
19.2.1.1 Studies supporting the relationship between impairment in affect recognition 
and the presence o f a LD.
The majority of the studies investigating the relationship between the presence of a LD 
and impairment in affect understanding have focused on the ability to recognise facial 
affect, and most of these studies have reported an impairment of skills for people with LD 
in relation to this (Gray et al, 1983; Maurer and Newbrough, 1987a; Adams and 
Markham, 1991; McAlpine et al, 1991,1992; Rojahn et al 1995b; Harwood et al, 1999 ). 
These studies have included participants with mild and moderate LD, and have included 
children and adults in both the experimental group and control group. The ages of 
participants have ranged from 4 to 67 years, with the numbers of participants being 
included between 24 and 500. In each of these cases differences between the participants 
with and without LD for the emotion recognition task were reported The relationship 
between affect recognition and the presence of a LD has been investigated using a 
varying number of emotions and recognition tasks, as weU as differing control and 
experimental groups.
Emotion categories
Studies have included between two and six emotions, including happy, sad, angry, 
surprised, disgusted and fearful. Rojahn et al (1995a) reported that in the studies they 
reviewed, happiness appeared in all of them, with sadness in 95%, anger in 79%, fear in 
58%, surprise in 53% and disgust in 47%. Despite the differences in the number of 
emotions included, happiness has been consistently reported as the easiest emotion to 
recognise, (Gray et al, 1983; Maurer and Newbrough, 1987a; Adams and Markham, 
1991; McAlpine et al, 1991,1992; Rojahn et al 1995b; Harwood et al, 1999), and Rojahn 
et al (1995a) concluded that it was a “valid category that distinguishes between 
participants of different cognitive levels”.
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Task design
The recognition tasks used in these studies can be separated into four groups. The groups 
include tasks requiring participants to match a photograph of a facial expression to a 
verbal label or vignette (Gray et al, 1983; Adams and Markham, 1991; McAlpine et al, 
1991,1992), tasks requiring participants to match a target photograph to one of a number 
of others (Adams and Markham, 1991; Harwood et al, 1999), tasks where participants 
had to choose a verbally presented target emotion in response to a visually presented 
stimulus (Maurer and Newbrough, 1987a), and, fourthly, tasks where participants had to 
recognise and rate the intensity of a specific emotion (Rojahn et al 1995b). Adams and 
Markham (1991) suggested that these recognition tasks could be grouped to form a 
hierarchy in terms of their difficulty \  potentially affecting task performance. This and the 
differing number of emotions included in studies make it difficult to draw comparisons 
across studies.
As well as the inconsistent methodologies employed in this body of research the 
robustness of the findings are undermined by the methodological flaws presented in a 
number of these studies. These flaws included procedural failings such as the failure to 
include a control task (Gray et al, 1983; Maurer and Newgrough, 1987a; Adams and 
Markham, 1991; McAlpine et al, 1991,1992), or to assess for an understanding of the 
meanings of the emotion words being used in the study (Adams and Markham, 1991; 
Maurer and Newgrough, 1987a; Rojahn et al 1995b).
Of the studies which have reported evidence for impaired facial recognition skills for 
people with LD, only two of them included an adequate control task (Rojahn et al 1995b; 
Harwood et al 1999), and only one of these (Harwood et al, 1999) included an emotion 
comprehension task. As both of these procedures would serve to eliminate the chance that 
poor performance on an emotion recognition task could be attributed to task specific 
cognitive demands or “disabilities that extended beyond the affective domain” (Hobson
 ^The task procedure used by Rojahn et al (1995) was not included in Adam ^nd Markham’s hierarchy and 
so the relative complexity o f this task is not known.
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et al, 1989, page 238), their frequent omission in much of the research makes such 
conclusions difficult to draw.
Furthermore, while research has shown that anxiety, depression (Feinberg et al, 1986) 
and psychosis (Feinberg et al 1986; Heimberg et al 1992) can have an independent effect 
on emotion recognition skills it has rarely been screened for (Gray et al, 1983; Maurer 
and Newbrough, 1987a; Adams and Markham, 1991; McAlpine et al, 1991,1992; 
Harwood et al, 1999). Similarly any attempt to screen for the effect of a diagnosis of 
Autism or Down Syndrome has often gone unreported, despite studies reporting 
differences in affect understanding between participants with and without such diagnoses 
(Attwood et al, 1988; Hobson et al, 1989). Such methodological flaws undermine the 
conclusion that the presence of a LD is necessarily associated with impairment in affect 
recognition.
19.2.1.2 Studies not reporting a relationship between affect recognition and LD 
Drawing firm conclusions about the relationship between the presence of a LD and 
impairment in affect recognition has been further confused by a number of the studies in 
this area that have failed to report a significant relationship between affect recognition 
and the presence of a LD (Levy et al, 1960; Brosgole et al, 1986; Gioia and Brosgole, 
1988; Hobson et al, 1989). Levy et al (1960) have been criticised for including 
participants with borderline LD, but the other studies reported participants vdthin the 
mild to moderate range of LD. This group of studies used the same emotions as those in 
the studies reporting a relationship, again with a range of between two and six emotions, 
all of them including happy. These studies also included comparable recognition tasks to 
those reported above, with Levy et al, (1960) including rating scales, Brosgole et al 
(1986) a recognition task with verbal labels, and Hobson et al (1989) requiring verbal 
labels to visually presented stimuli.
Of the studies which did not conclude that impairment in facial affect recognition could 
be attributed to the presence of a LD, one incorporated an adequate control task, and
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screened for a diagnosis of Autism (Hobson et al, 1989). The well designed nature of this 
study questions the robustness of the claim that the presence of a LD is inevitably 
associated with impaired affect recognition skills. Indeed Brosgole et al (1986) suggest 
that the presence of a relationship is associated with the way in which results have been 
interpreted, not the results themselves. The evidence reported on above would suggest 
that this field would benefit from well designed and controlled studies .^
19.2.1.3 Choosing a recognition task
In order to attribute performance on an emotion recognition task to skills in emotion 
recognition, the task procedure must facilitate performance and not become a 
confounding variable. Research has demonstrated how the experimental task can 
influence the emotion recognition scores of participants with LD, increasing participants’ 
perceived level of impairment (Weisman and Brosgole, 1994; Adams and Markham, 
1991). Weisman and Brosgole, (1994) demonstrated how the use of vignettes in the 
experimental task disadvantaged the participants with LD. This finding raises questions 
about whether studies employing such procedures could attribute group differences solely 
to skills in emotion recognition (e.g. Gray et al, 1983; McAlpine et al, 1991,1992), rather 
than difficulties in short term memory (Weisman and Brosgole, 1994) or verbal 
information processing.
As well as research reporting on how specific task design can disadvantage people with 
LD in the field of emotion recogmtion, the research on interviewing people with LD has 
highlighted some factors salient to the use of verbal questions and responses for all 
research within this population. In particular, issues of acquiescence and last choice 
responding (Sigelman, Budd et al, 1988; Rapely and Antaki, 1996) need to be addressed 
in any design with a procedure which incorporates a verbally presented question. The 
research has shown that it is frequently the interviewer not the interviewee that affects 
such types of responses, and that problems can arise in both understanding questions 
asked and in classifying the responses. Verbally presented multiple choice questions are 
likely to be problematic for people with LD due to the high memory requirement needed
For a more detailed review see Wallis 2000, pages 171-194 of this document.
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to answer them (Kabzems, 1985, cited in Finlay and Lyons 1999). Thus, emotion 
recognition tasks which present a number of emotions in a multiple choice format need to 
consider carefully how to present that information in a way that is least likely to be 
affected by either the interviewer or memory ability of the respondent
Some studies have opted for the use of pictorial stimuli (lacobbo, 1978; Adams and 
Markham, 1991; Harwood et al, 1999). Such procedures have required the participant to 
match a visually presented target emotion to one of a number of visually presented 
stimuli requiring participants to match two similar facial expressions e.g. two happy 
faces. The use of visual matching tasks can be criticised for assessing visual acuity and 
the ability to match similar pictures, rather than assessing an ability to recognise and 
understand facial affect. Results that suppose emotional understanding from such a task 
are in danger of attributing failure or success in a number of possible skills to an 
understanding of facial affect recognition, unless a control task of similar complexity is 
also used. Recognition tasks would be improved if they included a response task that 
accounted for memory without requiring participants to match facial expressions.
19.2.1.4 Implications for generalising to real life settings
The majority of the studies investigating affect recognition skills with people with LD 
have relied on photographic representations of posed expressions of emotion. 
Standardised stimuli such as those of Ekman (1976) showing the “best” or most accurate 
expressions of facial emotion have frequently been used (Gray et al, 1983; Hobson et al, 
1989; Adams and Markham, 1991; McAlpine et al, 1991,1992; Harwood et al, 1999), as 
have expressions produced by actors trained in how to express facial emotion (Harwood 
et al, 1999). This attempt to produce clean and standardised data minimises the 
differences that exist between people when they express emotion in day to day 
interactions, and so can be criticised for failing to produce stimuli representative of real 
life. In addition, the static nature of most of the stimuli used may exclude cues to emotion 
recognition that are present in moving stimuli.
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Further, very few of the studies in this area have commented on the length of time 
participants have taken to identify emotion in the human face. Holder and Fitzpatrick 
(1991) reported how children with LD in their study took longer to interpret facial affect 
than did children without LD. A learning disability in this context was defined as a child 
with average to above average intelligence, who is achieving lower attainment than 
would be predicted by their ability level. Although the children defined as LD in this 
study did not fulfil the criteria necessary for a LD in the present context (i.e. IQ<70, and 
social interaction deficits), research which has reported on a variation of processing time 
across groups suggests that the fleeting nature of emotion expression would be a salient 
factor in the ability to interpret real life interchanges. Studies which include spontaneous 
emotion in a moving face would, therefore, be best placed to offer results that could be 
extrapolated to real life situations.
19.2.2 The expression of facial emotion
The equivocal results for impairments in facial affect recognition for people with LD in 
conjunction with the methodological shortfalls described above make firm conclusions 
about the role of facial affect recognition in good social interactions difficult to draw. As, 
however, the role of facial expression in social interaction includes both the ability to 
recognise and express facial affect, failure in the ability to show your feelings through 
facial expressions as well as to recognise them in others may also play a part in affecting 
social interactions.
The reciprocal nature of any social interaction is dependent on both parties understanding 
and responding to each other. Clark et al (1991) investigated staff perceptions of sadness 
in people with LD. Seventy five adults with a mild to profound LD and forty eight 
members of staff were included in the study. All of the members of staff were familiar 
with the participants with LD. Staff were asked to fill out a questionnaire about how the 
participants with LD showed they were sad. The questionnaire was administered as a 
semi-structured interview, and asked how staff thought that a particular participant with 
LD, whom they knew well, would show that they were sad on a day to day basis. Clark et
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al reported that only three of fifteen indicators of sadness had an acceptable level of inter­
rater agreement. These included physical aggression, verbal abuse and crying. The inter­
rater agreement for sad facial expressions was not considered to be at an acceptable level 
of agreement. These results may represent a difficulty in expressing facial emotion for 
the participants with LD, and expose a shortfall in relying on observer ratings of affective 
distress.
19.2.2.1 Evidence for deficits in producing facial expressions
Three studies have attempted to explore the relationship between the presence of a LD 
and impairment in expressing facial affect explicitly (Maurer and Newbrough, 1987 a,b; 
Reed et al, 1994).
Reed et al (1994) investigated the ability of adults with LD to pose happy and sad 
emotions accurately. Twenty six adults with LD were recruited (mean age 25.2 yrs, range 
20-35 yrs,). The participants included nine people with Down Syndrome, one person with 
Aspergers Syndrome and 16 participants with no secondary diagnosis. Prior to the 
experimental task, participants were required to take an emotion comprehension task and 
participants were split into groups according to their scores on this task. Group A 
consisted of participants with an errorless performance, while Group B consisted of 
participants who made one or more errors in understanding, but who could discriminate 
between happy and sad. The participant’s language comprehension was assessed with the 
British Picture Vocabulary Scale (BPVS) with the mean for Group A being 69.1 (age 
equivalent 7 yrs 5 months) and Group B mean 43.7 (age equivalent 4 yrs 9 months). 
Participants with a profound LD were excluded from the study. Participants were 
required to pose two happy and two sad facial expressions, which were filmed for 6 
seconds each. The films of the participants with LD were then shown to 12 members of 
staff who were known to the participants and who had worked with them for more than 
three months. The members of staff were asked to label each face as either happy, sad, 
angry or none of these.
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Group A were significantly better at showing happy expressions than Group B, and 
happy faces for both groups were more easily recognised than sad faces. The study also 
reported a non significant correlation between participants’ language comprehension 
ability as tested by the BPVS and their ability to pose happy and sad faces. The authors 
suggested that the lack of a significant relationship between BPVS scores and the ability 
to pose happy and sad faces may suggest that the participants were aware of how to show 
a happy or sad facial expression, without an understanding of their meaning. The authors 
suggest that this may be a similar phenomena to when people with LD repeat frequently 
heard phrases without an understanding of their meaning. A failure to understand the 
meaning or significance of a facial expression would suggest that a participant may be 
less likely to show such expressions in their normal daily interactions. Thus, it becomes 
difficult to generalise the results of a study using posed stimuli to comment on the 
expression skills of people with LD in more natural situations.
The lack of expression material from a control group without LD has meant that this 
study cannot be used to comment on whether or not the participants with LD had skills in 
facial expression comparable to people without a LD. Studies attempting to include 
adequate control groups and spontaneously generated facial expressions as stimuli would 
be better placed to comment on potential deficits in expressing facial affect for people 
with LD. Further, the inclusion of participants taking part in the recognition task 
(decoders) who were familiar with the participants with LD may mean that the decoders 
were using cues about individual’s idiosyncratic expressions and past knowledge to 
inform their answers. Thus, from this study it is impossible to comment on how well the 
facial expressions of people with LD can be deciphered by people unfamiliar with them 
in a real social interaction. Any discrepancy dependent on familiarity could have practical 
implications for both staff training and interventions aimed at reducing the chance of 
breakdowns in work placements.
A second study did include expression material from participants without LD, and a 
control group of decoders not familiar with LD. Maurer ^nd Newbrough (1987a),
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included eight children without LD (age 4 and 5 yrs) and 25 children with LD (mean 
chronological age 7 yrs and mean mental age 4.5 yrs) to provide the stimuli for the study. 
The children portrayed happy, sad, angry and neutral faces. The pictures of the children 
without LD were posed slides used in a previous study (Masters et al, 1979). The slides 
of the children with LD were generated for this study and included both posed and 
spontaneous expressions. The spontaneous pictures were created with a standardised 
affect induction procedure (Rosenhan et al, 1974).
The posed and spontaneous slides generated by the children with LD were shown to 50 
adult judges, and were included into the study if they obtained a 75% level of agreement 
from the judges. This resulted in 8 children with LD showing happy, sad, angry and 
neutral faces. The stimuli were then shown to 32 decoders with mild to moderate LD 
(mean IQ 54.4, range 31-72; mean age 31.3, range 24-62) and 23 decoders without LD 
(mean age 34.3, range 21-61). The adults without LD were unfamiliar with people with 
LD. Maurer and Newbrough reported that overall accuracy of affect understanding varied 
with participant group for both the decoders and for the expression groups. The adults 
without LD were better decoders than the adults with LD, and the children without LD 
were better expressers than the children with LD.
A second study by the same authors (Maurer and Newbrough, 1987b) used the same 
stimuli to investigate the effect of familiarity on the ability to decode facially expressed 
emotion in children with and without LD. The decoders included twenty three adults who 
had no familiarity with people with LD, 21 parents of children with LD and 6 adults who 
were the teachers of the children who provided the stimuli. The authors reported that the 
teachers recognised the faces of the LD children more frequently than did the parents, 
who in turn were more accurate than the adults who were unfamiliar with people with 
LD. There were no reported differences between the groups for the recognition of facial 
expressions produced by the children without LD.
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The authors concluded that the pattern of the decoder’s responses suggest that children 
with LD do express emotion through facial expressions, but that the expressions may 
differ in intensity, being more subtle in children with LD than children without LD. This 
finding is made more robust by the inclusion of a control group. The correct responses for 
the control group did not differ amongst the decoding groups, making it possible to 
conclude that the teachers and parents were better at decoding faces of children with LD, 
than were the adults unfamiliar with LD, and not just better decoders of affect in facial 
expressions of children.
As well as reporting results which suggest that children with LD use facial expressions to 
communicate emotion, the use of a parent control group who were unfamiliar with the 
individual children in the study, but who had children with LD, strongly indicates that the 
skills used to decode facial expressions of specific individuals with LD can be used to 
enhance recognition skills when observing other people with LD. The results from this 
study have implications for learning how decoders who are good at interpreting facial 
expressions of people with LD do it. If this can be done there would be implications for 
staff training and the development of observer rating scales for affective states. Such a 
finding indicates the need for further research focusing on this.
Future research could expand on these ideas for adults with LD by the inclusion of day 
centre staff instead of teachers and parents. It is possible that parents are highly motivated 
to attend to their child’s facial expressions, and with only one child to focus on may have 
time to leam how best to do this. As such, the inclusion of staff control groups in future 
research would help to further explore the ideas about how familiarity with people with 
LD may lead to the development of skills in affect recognition that can be generalised to 
people with LD as a whole. Despite the inclusion of an expression control group in this 
study, the use of a child rather than an adult group to generate facial expressions may 
affect the generalisation of these results to an adult population, particularly as the 
research suggests that emotional understanding develops throughout childhood into 
adulthood (Rothenberg, 1970; Adams and Markham, 1991).
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19.2.3 The current position of research
The equivocal results for research investigating the relationship between the presence of a 
LD and an impairment in affect recognition indicate the need for further research in this 
area, as does the lack of studies focusing on the emotion expression skills of people with 
LD. If people with LD have an increased chance of having impaired skills in social 
interaction which are likely to be mediated through difficulty in expressing and 
recognising affect in facial expression, then interventions aimed at improving this skill 
would be indicated. If, however, the difficulties in social interaction and communication 
experienced by people with LD are not affected by factors associated with understanding 
emotion in the face, then intervention aimed at this would have limited impact on 
improving social skills.
As outlined above a well designed study investigating affect recognition skills with 
people with LD needs to control for task and emotion comprehension, including a control 
task of comparable complexity to the experimental task. In addition to this, the research 
also indicates the need for well screened participants to avoid the presence of a secondary 
diagnosis which may have an independent affect on recognition skills. A further 
consideration for emotion recognition studies is which emotions to include.
Studies reviewed previously (see Wallis 2000, pages 171-194 of this document) have 
included between 2 and 6 emotions, including happy, sad, angry, surprised, fearful and 
disgusted. Where all six have been included, studies have been criticised for 
incorporating too many negative emotions in comparison to positive emotions, thus 
increasing the likelihood that confusion errors will be made more frequently for negative 
emotions (Brosgole et al, 1986). It could be suggested that such designs have contributed 
to the consistent finding that happy is the most frequently recognised emotion. Further, 
the higher the number of emotions included, the higher the memory component of the 
task. Both of these factors may work together to disadvantage the participants with LD.
209
19. Expression and recognition of emotion
As such, studies in this area need to consider the emotions used as stimuli with these 
considerations in mind.
The body of research aimed at investigating the emotion recognition and expression skills 
of people with LD also lacks study designs that have included spontaneously generated 
emotion and that have attempted to investigate the relationships between skills in 
recognition and expression.
19.2.4 The present study
The present study has attempted to include an experimental design that will be able to 
comment on the relative skills of people with LD to recognise and show facial 
expressions of emotion, in contrast to people without LD. The use of spontaneously 
generated moving facial expressions of emotion with an adult population, will provide 
results that can be more easily generalised to real life social interactions. Furthermore, the 
present study will include a control task and response task that have both been designed 
to limit the likelihood that any group differences could be attributable to factors 
independent of skills in emotion recognition and expression.
As the experimental design of the current study will require participants to participate in 
an expression task and a recognition task it was decided to incorporate only happy and 
sad facial expressions . The lunited number of emotions will advantage the study as it 
will provide only one positive and one negative emotion, thus reducing the chance of any 
differences between emotion scores being attributable to confusion errors. However, it 
also limits the conclusions that can be drawn to these two categories.
It is hoped that the study will provide information relevant to social skills training for 
people with LD. Further, the inclusion of a staff group and a control group, not familiar
 ^Happy has been used in all of the emotion recognition studies and sad has been used in 95% of them. 
Happy has been reported as a “valid category that distinguishes between subjects of different cognitive 
levels” Rojahn et al ( 1995)
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with people with LD, will provide some information about the role of familiarity in 
understanding facial expressions of people with LD.
19.2.4.1 Aim
To investigate the relative skills of people with and without learning disabilities in 
expressing and recognising emotion in the human face.
19.2.4.2 Main research questions
1. Will the presence of a LD effect participants’ ability to express and recognise 
emotion in the human face? How will this compare to previous research?
2. Will being familiar with adults with LD improve the likelihood of correctly 
identifying facial emotion expressed by them? How will these results compare with 
results from the study with children with LD?
3. Will a relationship exist between skills in producing facial expressions of emotion 
and recognising facial expressions of emotion?
19.2.4.3 Hypotheses
The findings from the previous research in this area would suggest some specific 
hypotheses in relation to this study. The main hypotheses of the study are as follows:
H I. Participants without learning disabilities will be better at decoding facially 
expressed emotion.
H2: Participants will recognise happy expressions more frequently than sad
expressions
Participants without learning disabilities will be better at communicating facially 
expressed emotion.
H4: Participants who are familiar with adults who have leqming disabilities will be
better at recognising emotion expressed by this group than the participants who 
are not familiar with adults who have learning disabilities.
211
19. Expression and recognition of emotion
H5. There will be a relationship between participant’s ability to recognise facial 
expressions of emotion, and to express recognisable facial expressions of 
emotion.
19.3 Method
19.2.1 Participants
Fifty nine participants were included in the study, of these 26 were adults with a mild to
moderate learning disability (LD), and 33 were adults without a LD. The adults without a
LD were made up of two groups, a staff group of people who worked with people with
LD (n = 17) and a group of participants who were unfamiliar with people with LD (n = 
16).
19.3.1.1 Recruitment
The group with LD and the staff group were recruited on a voluntary basis though local 
day centres run by social services. Five day centres in the regipn were approached about 
the study, and it was discussed in the first instance with the centre’s manager or assistant 
manager. Following this visit, the manager or assistant manager discussed the study with 
staff and service users. On a second visit the staff and service users who had expressed an 
interest in participating in the study were met by the author and the study was explained 
again and consent obtained. Staff were recruited from two of the day centres approached 
and service users were recruited from four of them. The fifth day centre chose not to take 
part in the study. The manager at this centre expressed concerns about service users 
being videotaped and about the effect that being asked about sad experiences would have 
on people.
The third group of participants who were unfamiliar with learning disabilities were 
recruited through the university or were known to the author. The participants in this 
group were approached individually by the author and asked to participate.
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No incentives were offered to any of the participants.
19.3.1.2 Participant characteristics 
Service users with LD
Inclusion in the study was dependent on participants having a mild to moderate learning 
disability, with no secondary diagnosis. A secondary diagnosis was defined as a diagnosis 
of Down’s Syndrome, Autism, psychotic disorder, or concurrent mood disorder (i.e. 
anxiety or depression) as defined by DSM IV. Thirty three service users volunteered to 
take part in the study. Seven of the 33 volunteers, were excluded due to a secondary 
diagnosis of Down’s Syndrome. The remaining participants fulfilled all of the inclusion 
criteria. Of the 26 participants included in the study, 12 were men and 13 were women, 
with a mean age of 36 years 8 months (range = 20-57 years). The scores on the WAIS-R 
short form (Crawford et al, 1992) ranged from 49-70, (mean = 57.9) with 18 participants 
falling within the mild range of learning disability and 8 falling within the moderate 
range of learning disability (DSM IV, 1994). Of the twenty six participants 15 lived with 
family, 14 with their parents and 1 with her sister. The remaining 11 lived either in 
community homes (n=9) or alone in the community(n=2).
Participants familiar with people with LD (staff)
Seventeen members of staff from two day centers volunteered to take part in the study. 
The mean age was 35 years 7 months (range = 20-58) and all had worked with people 
with LD for longer than 12 months. The participants included 7 men and 10 women.
Participants unfamiliar with people with LD (controls)
Sixteen participants unfamiliar with people with LD were recruited. These participants 
were either employed by or were post graduate students at the University, or known to 
the author. The average age was 31 years 9 months (range = 22-57) with 7 men and 9 
women.
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All but two of the participants involved in the study were of white european origin, and 
all had English as their first language One person described her ethnic origin as Eurasian, 
of Chinese decent and the other as Sri Lankan. Both were female, and were participants 
unfamiliar with people with LD.
19.3.1.3 Screening Procedure for the participants with LD
Prior to inclusion in the study, the participants with LD were tested with the WAIS-R 
short form to provide an estimate of cogmtive functioning, and were required to 
demonstrate an adequate understanding of the meanings of happy and sad. The following 
questions were used to illicit an answer that indicated an understanding of each construct.
1. Can you tell me what happy/sad means?
2. What do people look like when they are happy/sad?
3. What kinds of things make people happy/sad?
For an answer to be considered as adequate, participants would have included in their 
definition an example of a scenario that would typically arouse the target emotion (e.g. 
for happy, a story about someone being given a birthday present and for sad the loss of 
someone close), and have described an observable behaviour associated with the 
emotion, e.g. happy is when you smile, sad is when you cry.
All participants were able to define happy and sad in an acceptable way and participated 
in the expression task.
19.3.2 The expression task
All of the participants included in the study followed the same procedure for the 
expression task. A video camera was set up in front of a chair, and the author stood 
behind the camera. The participant was told that they would be asked to talk about the 
last time they had felt sad and the last time they had felt happy, and that this would be 
recorded without sound. It was made clear to all participants that they were not expected
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to reveal personal details or discuss events which had been very painful or they 
considered private. Participants were also told that they would be recorded answering 
some general questions from the author. Participants were asked to look into the camera 
when talking. In order to help with this the author looked into the eye piece of the 
camera.
After the procedure had been explained and the camera had been turned on the 
participants were asked to describe a neutral event, such as how they had arrived at their 
place of work, or the weather. All participants were then asked about the last time they 
had felt sad, followed by the last time they had felt happy, participants were asked to 
describe this to the author. A neutral condition was included so as to remove the binary 
choice which may have advantaged the participants without LD by enabling them to take 
a default position in the recognition task (i.e. person x does not look happy therefore they 
must be sad). It was also hoped that the neutral filming would help to reduce any anxiety 
brought about by the filming procedure.
The order of the filming was not randomised as an ethics committee to which the author 
had applied had expressed concern about participants feeling upset at the end of the study 
if it finished with a discussion of a sad event. On completion of the filming the author 
spent time with all of the participants to enable them to discuss any difficult feelings that 
the procedure had aroused.
19.3.2.1 The editing of the expression task videos
The stimuli used for the emotion recognition task were video clips of spontaneously 
expressed emotion taken from the interviews with participants. As the study was 
concerned with how well the face expresses emotion the clips contained no sound. These 
video clips were edited and recorded onto four separate video cassettes. Each cassette 
contained 36 faces, of these faces 29 or 30 were of happy or sad expressions with the 
remaining 6 or 7 faces being referred to as neutral.
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The average length of each tape was approximately 7 minutes, with each video clip 
lasting for 10 seconds with 2 second intervals. Ten second video clips were used as this 
length of clip had been used successfully in other studies (Harwood et al, 1999), and as 
reported by Ekman and Friesen (1972) “it is rare for a facial expression of emotion to last 
as long as 5 to 10 seconds page 14. Thus a clip of this length is most likely to capture 
the range of expression shown when conveying emotion in the face.
All participants were filmed sitting down, from head to waist. Attepapts were made to 
film participants under similar conditions to provide some consistency in the quality of 
the chps produced. Staff members and participants with learning disabilities were filmed 
in rooms at the day centres, while the control participants wefe filmed in rooms at the 
umversity. Rooms away from distractions such as noise were chosen, and care was taken 
to ensure that participants were not interrupted during the filming.
The written descriptions of facial expressions of happy and sad emotions provided by 
Ekman and Friesen (1972) (see Appendix 1) and the descriptions of facial movement in 
relation to these emotions described by Bassili (1979) (see Appendix 2) were used to 
isolate the patterns of facial emotion expressed during the recall of events by participants. 
These expressions were then included in the video clips. All but two of the clips 
contained speech where expressions and movement which related to Ekman and 
Friesen s (1972) and Bassili s (1979) descriptions could be identified. These two videos 
did not contain any of the facial criteria described by Ekman and Friesen, or Bassili, and 
as such random clips of 10 seconds of speech were chosen from these happy and sad 
interviews. For the films where expressions occurred in several segments of tape, the 
segment showing the greatest number of features associated with the emotion were used.
In addition to the experimental faces described above each tape also included video clips 
of two control faces. One male and one female control were recruited. The control 
participants were placed onto the video tapes to provide a test of visual acuity, and to 
ensure that participants were able to attend to areas of the face where emotion could be
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carried. This attempted to control for failure on the experimental task being attributable to 
visual processing problems per se, and increasing the likelihood that failure was 
attributable to impairment in facial affect recogmtion. Each control person was asked to 
recite “Mary had a little lamb”, and then close their eyes, or open their mouth. Each 
control contributed three clips, all of which were placed at the beginning of the tapes.
The video clips were edited onto four separate videos and each participant saw only one 
of the tapes. The video clips were initially divided into two groups to prevent any 
participant watching videos of people with whom they were familiar, as familiarity may 
provide clues to emotional expression that may not be present in unfamiliar interactions 
(Maurer and Newbrough, 1989b). An attempt to control for familiarity was made by 
grouping participants from the same day centres. The clips were then divided again by 
randomly allocating either participants’ sad expression or happy expression to one of two 
video tapes. The decision to further divide the clips was taken in order to reduce the 
number of faces each participant would have to attempt to recognise in the recognition 
task. Such a precaution was necessary to limit the chance of boredom or poor 
concentration affecting task scores. This is particularly salient as the cognitive deficits 
associated with LD are likely to affect concentration skills. Each participant saw 36 faces, 
all of which were of people unfamiliar to them, the tapes included 17 faces of participants 
with LD and 19 faces of participants without LD. Each of the faces were viewed by 28 
participants.
Further, the order in which faces appeared on the videos were varied to attempt to 
account for practise/boredom effects contributing to an individuals expression score. All 
of the videos contained the same control faces.
19.3.3 The Recognition task
There was approximately eight weeks between the expression task and the recognition 
task.
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The videos were played on a 22 inch screen for all but 11 of the participants who had a 
smaller 12 inch screen due to facilities in the day centres. Each participant was positioned 
approximately 1.5 meters away from the television. The participants were then given the 
task instructions. All of the participants were required to answer happy, sad or OK for 
each face presented.
19.3.3.1 Procedure for participants without TT)
Prior to the video clips being shown to the participants the test procedure was piloted 
with people without LD, to investigate whether the two second breaks between each face 
allowed for enough time for participants to make a judgement for each face and to record 
their judgement. This suggested that 2 seconds was enough. It was however also decided 
to give participants permission to ask for the tape to be paused while they made their 
judgement, so as not to discriminate against any participant for whom a two second break 
was too short a time. None of the participants without LD asked for the tape to be paused. 
The participants were then given verbatim instructions for carrying out the task 
(Appendix 3)
19.3.3.2 The procedure for participants with LD
Before completing the emotion recognition task the participants with LD were required to 
pass a screening task. This ensured that participants were able to view human facial 
stimuli and answer questions about it accurately, thus assessing visual acuity and the 
ability to complete a task equivalent to the experimental task but without an emotional 
component. The inclusion of this screen increased the likelihood that failure on the 
experimental task could be attributed to deficits in affect recognition skills. The learning 
disabled participants were required to view the control faces and answer the following 
questions:
“I am going to show you a woman, and when she stops speaking I want you to tell me if 
her eyes/mouth are/is open/closed. OK. Eyes/mouth open or closed?”
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Participants were shown six control faces. All of the participants included in the study 
passed the screening test with 100% correct responses.
Following this task participants were introduced to the experimental task procedure. 
Three tins were placed in front of the participant, one green, one red and one white, the 
tins were labelled happy, sad and OK. Each tin was picked up in turn and the labels on 
the tins were read aloud. The participants were told that they would see some faces and 
that they must decide if the person looked happy, sad or just OK. OK was defined by the 
author as not happy and not sad. The participants were then told that they would be 
required to place a counter into one of the tins that represented how they thought the 
person in the film was feeling. This type of task response was used to provide a visual 
response choice. This visual response choice was considered suitable as it did not picture 
emotion, and was still able to provide a memory aid of the three options. The use of the 
tins also attempted to account for acquiescence or last choice responding that has been 
associated with questions given by experimenters, particularly with multiple choice 
questions (Sigelman, Budd et al, 1981; Rapley and Antaki, 1996).
The author attempted to provide familiarity with the response materials and ensure 
mastery of the response task prior to the experimental task. This was attempted by asking 
the participant which tin they would put a counter in if the person looked happy/sad/OK. 
The experimental procedure did not begin until the participant could do the task, without 
error, for each of the three tins. Verbatim instructions were then given (Appendix 3).
Each clip was then played. On completion of the clip the video was stopped and the 
participant was asked to place the counter in the tin that represented how the person in the 
film was feeling. Each tin was pointed to in turn and the label was read aloud. The order 
in which the tins were pointed to varied throughout the procedure. During the 
experimental procedure the author noted the participant’s choicp for each face.
219
19. Expression and recognition of emotion
19.3.4 Data analysis
Of the 59 participants that agreed to take part in the study, and who were included in the 
expression task, 56 also completed the emotion recogmtion task Of the three participants 
who did not complete the recognition task, one was a member of staff who had left the 
day centre, the second was a service user who had moved out of the catchment area and 
the third was a service user who chose to withdraw from the second half of the study. The 
results used in this study represent the correct responses generated by the participants.
19.4 Results
19.4.1 Results from the recognition task
Each of the 56 participants who completed the recognition task saw 36 faces with happy, 
sad or neutral expressions. Participants’ recognition score was palculated by totalling the 
number of faces that had been correctly identified. The data for the recognition task was 
analysed using non parametric statistics as the assumptions of normal distribution and 
homogeneity of variance had been violated.
4.1.1 .Analysis of the difference between group scores for the recognition task 
Participants recogmtion scores were divided into two groups, according to whether or 
not the participant had a learning disability (LD), and analysed using the Mann Whitney 
Test. The overall correct score was the main dependent variable, with the participant 
group being the independent variable. The highest recognition score that could be 
achieved was 36. Figure la and lb show the distribution of the total scores for each 
group. The results of the analysis revealed a significant main effect for participant group. 
The participants with LD achieved a significantly lower recognition score, than the 
participants without LD (see Table 1).
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Figure la.
Recognition scores for the participants with LD
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Figure lb.
Recogntion scores for the participants without LD
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Table 1.
Group recognition scores
Group means for total 
recognition scores (SD)
Range of recognition 
scores
LD group 18.12 (SD = 4.89) 8-27
Non LD group 20.71 (SD = 2.56) 14-27
Mann Whitney U 262
P value p<0.05
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The recognition scores for the sample ranged between 8 and 27, with participants with 
LD achieving both the highest and the lowest scores amongst all of the participants. The 
large range of scores for the participants with LD led to further analysis of these scores. 
The demographic variables of the participants with LD were used to explore relationships 
between these variables and recognition scores that could have contributed to the 
distribution of results.
The relationship between IQ and recognition score was investigated with the Spearman’s 
rank correlation. The analysis did not report a significant relationship ( r = 0.017, 
p>0.05). The recognition score was then correlated with participants’ performance IQ and 
verbal IQ, again using the Spearman’s rank correlation. The analysis showed no 
significant relationship between performance IQ and recognition score (r = 0.314 
but did show a significant relationship between verbal IQ and recognition score 
(r = -0.465 p< 0.05). The relationship between verbal IQ and recognition score should, 
however, be treated with caution as one of the participants failed to score on the two sub­
tests used for the verbal IQ, thus affecting the data. The results failed to remain 
significant when this participant’s score was removed from the analysis (r = -0.387). The 
recognition score was further investigated using the demographic variables in Table 2.
Table 2.
The effect o f demographic variables on recognition scores for participants with LD
Test used Result of test Significance
Age Spearmans rank R = -0.059 Not significant
Living Conditions 
i.e. with parents or 
independently
Mann Whitney Mann Whitney U 
= 60
Not significant
Gender Mann Whitney Mann Whitney U 
= 67
Not significant
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Differences between the groups’ scores for recognition of happy and sad facial 
expressions
Differences between the two groups’ (LD participants and non LD participants) scores 
for correct responses to the happy expressions, to the sad expressions, and to the neutral 
expressions were analysed using the Mann Whitney Test. The means and standard 
deviations are shown in Table 3. The analysis did not reveal group differences between 
the scores for happy, or between the scores for sad. There was however a trend in the 
predicted direction, with the group with non LD participants achieving higher scores for 
both happy and sad. The analysis did reveal a significant difference between groups for 
correct answers for the neutral facial expressions, with the non LD group achieving 
significantly more correct answers.
Table 3.
N Happy mean (SD) Sad mean (SD) Neutral mean (SD)
LD group 24 10.21 (3.28) 6.33 (4.04) 1.62(1.91)
Non LD group 32 11.34(1.72) 7.09 (2.66) 2.28 (1.20)
Mann Whitney U 7 7.5 8
P value P > 0.05 P > 0.05 P<0.01
29.4.1.4 Differences within groups between correct responses to happy expressions and 
correct responses to sad expressions
Differences between total scores for happy and sad facial expressions within each group 
were analysed using the Wilcoxon Test. The recognition score was the dependent 
variable on each occasion with the emotion being shown being the independent variable. 
The total number of correct expression scores for happy and gad facial expressions for
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both the LD and non LD group revealed a significantly lower correct score for sad faces 
in comparison to happy faces for both groups (see Table 4).
Table 4.
Différences within groups for recognition o f happy and sad expressions.
N Happy mean (SD) Sad mean (SD) Wilcoxon Z P value
LD group 24 10.21 (3.28) 6.33 (4.04) -2.35 P< 0.01
Non LD group 36 11.34(1.72) 7.09 (2.66) ^2,99 P<0.01
19.4.2 Results from the expression task
The data for the expression task was analysed using non parametric statistics as the 
assumption of normal distribution had been violated. Each participants’ expression score 
was calculated by totalling the number of times their face was correctly identified as 
expressing either a happy or sad expression. The neutral expression was not included in 
the analysis of the expression task as not all of the participants had contributed a video 
clip for this condition. Each of the 59 participants included in the expression task had 
their face judged for emotional content (i.e. showing a happy or sad face) on 28 
occasions. As such the highest score that could be achieved for any participant was 28.
19.4.2.1 Analysis of the difference between group scores for the expression task 
Group differences for the expression score were analysed using the scores generated by 
all of the observing participants (N=56). The scores were analysed using the Mann 
Whitney Test. The results from this analysis showed no significant differences between 
the groups for their expression score, see Table 5., but represented a non significant trend. 
Figure 2a and 2b show the distributions for the groups’ expression scores. Although the
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distribution for the group with LD was similar in shape to the recognition task the range 
was not as wide.
Figure 2a.
Expression scores for the participants with LD
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Figure 2b.
Expression scores for the participants without LD
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Expression scores for the participants without LD
Table 5.
Group expression scores
Group means for 
total expression 
score (SD)
Range of expression 
scores
LD group 16.38 (3.62) 10- 23
Non LD group 17.09 (3.77) 7-23
Mann Whitney U 330.5
P value P > 0.05
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19.4.2.2 The effect on expression scores of the observer group
To explore further whether or not group differences existed between participants with and 
without LD, the expression scores for each group were analysed using only the scores 
generated by the observers without LD. This analysis enabled a comparison between 
expression scores where results could not be attributed in part to the presence of a person 
with LD within the observer group. The results were investigated using the Mann 
Whitney Test and are reported in Table 6. The results did not show a significant 
difference for the expression scores between the participants with and without LD. The 
mean scores did however show a trend in the expected direction, with the mean for the 
non LD group being higher than the mean for the LD group.
Table 6.
Group expression scores (generated by participants without LD)
Expression score 
Mean (SD)
Range of expression scores
LD group 9.65(3.17) 6-16
Non LD group 1 10.03 (2.9) 3-16
Mann Whitney U 375
P value p> 0.05
The expression scores for the participants with and without LD were then compared 
using only the scores generated by the observers with LD. This analysis attempted to 
report whether or not people with LD s ability to recognise facial expression is affected 
by the presence or absence of a LD in the individual they are observing. The expression 
scores for the two groups generated by the observers with LD were compared using the 
Mann Whitney Test. The analysis reported no significant difference between the 
expression scores generated for either group (see Table 7). The abihty of people with LD
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to correctly identify facial expression of emotion was not affected by the presence or 
absence of a LD in the expresser group..
Table 7.
Group expression scores generated by participants with LD.
Expression score 
Mean (SD)
Range of expression scores
LD group 6.04 (2.7) 1-10
Non LD group 6.77 (1.79) 3-10
Mann Whitney U 375
P value p>0.05
1.9 4 2.3 Differences between the groups’ scores for ability to show haPDv and sad facial 
expressions
The two groups’ scores for happy expressions and the two groups’ scores for sad 
expressions were analysed using the Mann Whitney Test. The means and standard 
deviations are shown in Table 8. The analysis did not reveal significant group differences 
for the happy or sad facial expressions, the participants without LD did however achieve 
a higher score for the happy expression as was predicted.
Table 8.
Happy mean (SD) Sad Mean (SD)
LD group 9.42 (3.71) 6.95 (2.88)
Non LD group 11.03 (3.42) 6.06 (3.89)
Mann Whitney U 271 303
P value p>0.05 p> 0.05
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staff and control observers.
The expression scores for the participants with LD were further broken down to provide a 
comparison between the number of expressions correctly identified by staff and correctly 
identified by controls (control were defined as participants without a familiarity with 
people with LD). The group differences were analysed using the Wilcoxon Test. The 
dependent variable was the facial expression with the group of staff or control 
participants being the independent variable. The analysis did not reveal any significant 
difference between the scores for the two groups ( z = -0.16, p>0.05). The mean score 
generated by staff was 4.88 (SD = 2.16, range = 1-9) and the njean score for the controls 
was 4.65 (SD = 2.56, range = 0-10).
19.4.4 Relationship between emotion scores and expression scores for participants
The results were further analysed using Spearman’s rank correlation to look for evidence
of a relationship between skills in the ability to recognise facial expressions of emotion
and to express facial emotions that can be recognised by others. No significant
correlations between recognition and expression scores were found for the whole group (r
= -0.035, p<0.05), the participants with LD alone (r = 0.202, p>0.05), or for the
participants without LD (r = -0.191, p>0.05). No significant relationship between a
participant’s ability to recognise emotion in others and to express it themselves was 
reported.
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19.5 Discussion
The aim of the present study was to compare the skills of people with and without LD on 
an emotion recognition task and expression task.
19.5.1 Performance on the recognition task
The results from the emotion recogmtion task confirmed previous research by reporting a 
significant difference between the group scores for the participants with LD and those 
without LD, with the participants with LD achieving a significantly lower score (Gray et 
al, 1983; Maurer and Newbrough, 1987a; Adams and Markham, 1991; McAlpine et al, 
1991,1992, Rojahn et al, 1995b; Harwood et al, 1999 ). In addition to the significant 
difference in mean scores for the two groups, the groups also differed in the range of their 
emotion recognition scores. The range in the recogmtion scores for the participants with 
LD was much greater than the participants without LD. The group scores for the 
participants with LD included both the highest recogmtion score for any participant and 
the lowest score for any participant. This distribution suggests that although impairments 
in facial affect recognition are associated with the presence of a LD, the presence of such 
a deficit can not be assumed.
In terms of the main research question the current research would suggest that the 
presence of a LD can effect an individual s ability to recognise facial affect, but the range 
of the distribution of the group recogmtion scores would question the assumption that the 
participants without a LD are necessarily better decoders of facial affect. The range of 
scores would also make it possible that the presence of a LD places an individual at an 
increased risk of having impaired skills in affect recognition, which may be mediated by 
a number of variables. Indeed previous research has indicated that level of IQ, (Gray et 
al, 1983; McAlpine et al, 1991, 1992) age, (Adams and Markham, 1991, Simon et al, 
1996), gender, (Zuckerman et al, 1976) and living conditions (McAlpine et al, 1992) have 
all affected results on emotion recognition tasks. Yet, an attempt to assess the impact of 
these variables on the range of recognition scores found in this study showed only one 
significant relationship, the negative correlation between verbal IQ and recognition score.
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This finding is not in keeping with the literature reporting a positive relationship between 
full scale IQ and emotion recognition scores (Gray et al, 1983; McAlpine et al, 1991, 
1992) and would suggest further investigation. This result should however be treated with 
caution as the significant result was effected by a single participant. The non significant 
trend which remained when the participant was removed is however of interest.
A review of the previous research would suggest that the relationship between full scale 
IQ and affect recogmtion scores is the most robust, with the relationships with the other 
variables being more varied. The present study may have failed to find such a result 
because of the use of the short form of the WAIS-R to assess IQ, as it may not provide as 
reliable a measure as the full scale WAIS-R.
19.5.1.1. Recognition scores for individual emotions
The answer to the main research question is further complicated by the recognition scores 
for the individual emotions. When the recogmtion scores for each emotion were analysed 
separately there was no significant difference between the groups for recognition of 
happy or sad facial expressions, despite a trend showing participants without LD scoring 
higher for both emotions. This finding was in contrast to other studies in this area 
(Maurer and Newbrough, 1987a, McAlpine et al, 1991,1992; Rojahn et al 1995b). The 
failure to find significant differences between the groups’ scores for the recognition of 
h^PPy sad facial expressions further questions the claim that impairments in affect 
recognition for these emotions are necessarily associated with the presence of a LD. The 
sigmficant difference between the groups for the neutral condition suggests that the 
participants without LD were more able to discriminate between the presence and 
absence of facial affect.
19.5.1.2 Are some emotions expressed in the human face easier to decode than others? 
Confirming previous research, and upholding the second hypothesis of the study, both 
groups of participants were more proficient at recognising happy faces than sad faces 
(Gray et al,1983; Maurer and Newbrough, 1987a; McAlpine et al, 1991,1992; Rojahn et
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al 1995b; Harwood et al, 1999) . The similar pattern of responses for both groups 
suggests that the participants with LD processed the stimuli in a similar way to the group 
without LD. These results taken with those outlined above suggest that previous 
hypotheses put forward to explain group differences on recognition tasks do not account 
for the current findings. Rojahn et al, (1995b) proposed the emotion specificity 
hypothesis, hypothesising that mental age could not account for group differences in 
recognition skills and therefore people with LD have a specific deficit in recognising 
emotion, this was not upheld by the current results. Secondly, Harwood et al (1999) 
hypothesised that deficits in visual processing may account for deficits in emotion 
recognition. The current results question the suggestion that visual processing problems 
or a failure to attend to emotion carrying parts of the face account for the poor 
performance by participants with LD when decoding happy and sad expressions.
19.5.2 Performance on the emotion expression task
The main research question for the current study also asked if the presence of a LD would 
affect participants’ ability to express facial emotion, and in line with previous research 
the hypothesis predicted that people without LD would be more able to communicate 
emotion through facial expressions than people with LD (Maurer and Newbrough, 
1987b). However, in contrast to previous research, the performance on the emotion 
expression task did not differentiate between participants with and without a LD. It is 
concluded from this that people with LD use facial expressions to communicate emotion, 
and are able to make the expressions recognisable to others.
The failure to find group differences in expression scores was maintained when the 
expression scores were analysed using only the expression scores generated by the 
participants without LD. This analysis was carried out in an attempt to control for the 
presence of a LD in the decoding group which may have affected group scores. In 
addition, when the expression scores were analysed using only the scores generated by 
the participants with LD the non significant finding was upheld. These findings suggest 
that participants with and without LD did not find it significantly more difficult to decode
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faces of adults with LD than adults without LD. These results are in contrast with 
previous work, where both adults with LD and those without, found it more difficult to 
decode faces of children with LD than their peers without LD (Maurer and Newbrough, 
1987a and b). The inclusion of adults with LD as expressers as opposed to children with 
LD could account for the non significant finding.
19.5.3 The effect o f familiarity with people with LD on recognising expressions o f  
emotion
The second research question asked in the current study was concerned with whether 
being familiar with adults with LD would improve participants’ ability to recognise facial 
emotions expressed by this group. Previous research had reported that parents and 
teachers who had experience of being with people with LD recognised facial expressions 
shown by this group better than participants who did not have experience of being with 
people with LD (Maurer and Newbrough, 1987b). This hypothesis was not upheld. No 
significant difference between those participants familiar with people with LD (staff), and 
those without (controls) were found.
The results in the current study contrasted with those of Mauref and Newbrough (1987b) 
who suggested that people with LD have more subtle facial expressions than people 
without LD and that the subtle changes are more likely to be picked up by people who are 
familiar with people with LD. The difference in the results for that study and the current 
study could be attributed to the inclusion of a child expresser group in the previous study 
and an adults expresser group included in the current study. Work looking to compare 
these groups would provide useful information about the way in which emotion 
expression may develop with people with LD that could be helpful in working with both 
parents and professionals with people with LD.
The results between the studies may also have been affected by the participant groups 
making up the familiar group of participants. The motivation level of the two groups i.e. 
parents and day centre staff may account for the differences across the two studies. If
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parents have more invested in understanding the communication of their child (e.g. time 
and motivation) than staff, the sigmficant results of one study over the other would not be 
unexpected. Future research combining the present design with the inclusion of a parent
group with day centre staff would be useful in investigating this and in potentially 
contributing to staff training.
19.5.4 The relationship between the ability to recognise and express facial affect
The last research question to be addressed by the current study was concerned with the 
presence of a relationship between skills in producing facial expressions and skills in 
recogmsing facial expressions. No relationship was found between participant’s ability to 
recognise emotion in others and to show it themselves. The failure to find such a 
relationship would suggest that these two skills are mediated by different factors. As 
suggested by the current research and elsewhere there may be a relationship between 
language ability and the ability to understand and use facial expressions of emotion (Reed 
et al, 1994, Walz and Benson, 1996). An attempt to look for relationships between skills 
in recogmsing and expressing facial emotion and expressive and receptive language 
could help to predict who may be at greatest risk of having deficits in using facial 
emotion.
19.5.5 Summary o f the results
In answer to the main research questions asked in the present study, the results did report 
group differences between participants with and without a LD for the emotion 
recognition task. Yet, the distribution of results for the participants with LD, and the 
failure to find significant differences between recognition scores for individual emotions 
means that it is not possible to conclude from the results reported here that the presence 
of a LD will necessarily affect an individuals’ ability to recognise happy and sad emotion 
in the face. As such it is possible that for some people with LD, problems in social 
integration are not mediated through this ability.
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The non significant differences between groups for the emotion expression task means 
that it is not possible to associate the presence of a LD with an impairment in the ability 
to show happy and sad emotions in the face. Furthermore, the failure to find a significant 
difference between groups confirms the universality of the phenomena (Ekman and 
Friesen, 1971). This finding would strongly recommend that people working with people 
with LD attend to facial signs of happiness and distress to help people to express 
themselves through this medium. Further, it would be hoped that the additional 
information gained from such expressions would reduce the chances of 
misunderstandings in interactions between staff and service users. Misunderstandings 
which, as reported elsewhere, could contribute to behaviour problems (Moffat et al, 
1995). The current research would also suggest that when mental health professionals are 
assessing adults with LD, non verbal signs such as facial expression are noted as a matter 
of course.
With respect to the second research question addressed in this study, no relationship 
between impairment in the recognition and expression of happy and sad emotions was 
reported. Clearly, further research including a greater number of emotions would add to 
this preliminary finding. However, the findings from this study could suggest that where 
people with LD do have difficulties in understanding facial affect, problems in social 
interaction are more likely to be associated with recogmsing and responding to other 
people s communication and associated behaviour, than communicating their own 
feelings.
Lastly there was no evidence from the present study to suggest that familiarity with 
people with LD as an independent variable improved participants’ ability to recognise 
facial expressions of emotion shown by people with LD. This finding, being in contrast 
with the research with children with LD (Maurer and Newbrough, 1987b), offers scope 
for research to investigate the developmental significance of facial affect expression in 
the same way that attention has been paid to facial affect recognition (Rothenberg, 1970). 
The differences across studies could result from the development of these skills
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throughout childhood, with them becoming more in line with adults without LD as an 
individual develops. Studies using the present experimental design to compare the 
performance of children and adults with and without LD would be well placed to 
comment on such a developmental distinction. With respect to the training of day centre 
staff, as with mental health professionals, people should be encouraged to attend to the 
facial expressions of adults with LD, as the results from this study would suggest that this 
is a valid form of communication.
19.5.6 Strengths o f the present study
The failure to replicate findings in previous research may have resulted in part from the 
design of the study. The use of moving stimuli which could include more information 
than portrayed in still photographs used in other studies may have provided additional 
information that enhanced recognition. Further, the interactional nature of the expression 
task used to gather the stimuli could have elicited expressions with a greater amount of 
communicative value than achieved in other studies where actors, still poses, or 
photographs have been used (Harwood et al, 1999, Maurer and Newbrough, 1987aj 
Me Alpine et al 1991, 1992).
The present study was also designed to control for emotion comprehension, mastery of 
task and adequate visual acuity, all of which reduced the chance of the results being in 
part attributed to task comprehension or response. The non verbal response task, which 
prompted participants while not overloading their memory, should also have acted to 
reduce the chance of confounding variables affecting results.
19.5.7 Limitations o f the present study
19.5.7.1 The choice of emotions
The present study was strengthened by the use of spontaneously generated emotions as 
stimuli, however the decision to do this as well as to include the same participants in the 
expression and recognition task meant that the number of emotions that were investigated
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were limited to two. This limitation may have made the recognition task easier, as well as 
limiting the conclusions that could be made. In line with the findings of this body of 
research, the current study showed that happy is an easier facial expression to decipher 
than sad, suggesting that some emotions are harder to decode than others. The inclusion 
of a greater number of emotions would have helped to investigate this further. A larger 
set of emotions would have enabled an analysis of confusion errors to be made. By 
understanding how and in what circumstances mistakes in recognising and/or expressing 
facial affect are made interventions could be more specifically tailored. Further, the 
inclusion of a greater number of emotions would enable more distinct conclusions to be 
drawn. It is difficult from the present study to determine whetjier participants were able 
to distinguish between positive and negative emotions, or actually between happy and sad 
emotions.
19.5.7.2 Participant characteristics
As with much of the research in this area the present study did not individually match the 
participants on a number of socio-economic variables. There w^s, however, an attempt to 
include a similar numbers of male and female participants of a similar age, in each of the 
three groups.
learning disability
19.5.8.1 The recognition task
Several of the participants without LD commented on the cognitive nature of the task, 
describing how they had attempted to make decisions about “ironic smiles” and blended 
emotions . This may have disadvantaged this group, while advantaging the participants 
with LD who may have judged happy and sad expressions solely along the lines upon 
which the videos were edited. Furthermore, the inclusion of speech combined with facial 
expressions may have encouraged the participants without LD to try to decipher the
Blended emotions are described by Ekman and Friesen (1972) as facial expressions that show more than 
one emotion.
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language being used to help with their decision making. This task may have inadvertently 
disadvantaged them by requiring two forms of processing.
19.5.8.2 The expression task
The expression task may have been affected by a number of factors not accounted for by 
the researcher. Firstly, the use of video equipment may have inhibited some of the 
participants. One participant without LD was able to show rpuch more animated and 
communicative facial expression once the video camera had been turned off, than he was 
while completing the expression task! The range of expression scores for the groups 
suggest that it is possible that the staff and control group were more reserved and 
inhibited during the expression task than they may have been in normal conversation. 
Although it was noticeable that all of the participants described similar types of events in 
the expression tasks , it is also possible that the staff and controls would have edited their 
story more carefully than the participants with LD. This may have been particularly 
salient for the staff as they may have thought that they would come across the author in a 
professional context at a later date. Any form of editing would be likely to reduce the 
emotional sigmficance of the story and as such impact on the emotions and expressions 
elicited. Future research would be advised to increase the length of the interview in an 
attempt to help participants to become more comfortable with the video camera, and 
discourage any form of editing.
It was also noticeable that some of the participants with LD nepded more encouragement 
to speak than others, resulting in a more reciprocal interview, thus enhancing the 
likelihood of an appropriate expression. A more conversational interview with the video 
camera filming the participant may have resulted in a more natural setting which would 
have limited the chance of such interference. Facial expression may also have been 
affected by the necessarily transparent nature of the study. As each participant was made
The topics discussed centred around social events and/or relationships.
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aware of the expression and recognition phases of the study it was possible that the 
participants were affected by demand characteristics (Ome, 1962) or experimenter 
expectancy (Rosenthal, 1966), leading to exaggerated expressions being recorded
19.5.8.3 Participant characteristi cs
It is possible that factors that were not accounted for could have affected recognition
scores for the participants with LD. Waltz and Benson (1996) reported how aggression
affected emotion recognition scores for men with mild LD, and Me Alpine et al (1992)
reported how participants in their social skills groups improved in facial affect
recognition after training. Thus, the results from this study may have been further
understood had variables associated with these factors been investigated and/or accounted
for. In particular gathering data on which of the participants with LD had attended social
skills groups which included a focus on facial affect recogmtion. Such data would have
provided the possibility of a comparison group, or in light of McAIpine et al’s finding
could have been used as exclusion criteria. Such findings and the results from the current
study would suggest that future research should focus on the factors that mediate affect
recogmtion within the LD population to isolate those at risk pf having impaired skills.
This is particularly salient if such impairment is associated with negative social 
outcomes.
19.5.9 Focus o f future research
19.5.9.1 Research including staff groups
Although this study did not report any group differences between the staff and control 
groups for recognition of emotion expressed by the participants with LD, it is possible 
that this would have been apparent had a greater number of emotions been included in the 
study. As such it would still be useful to include this group in future work. Furthermore 
studies reporting on staff members’ inconsistency in recognising sadness in service users 
(Clark et al, 1991) and a tendency to overestimate the social skills and emotional 
awareness of service users (Moffatt et al, 1995) would strongly recommend an inclusion 
of this group when investigating emotional understanding with people with LD. In
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learning more about the effect of familiarity staff groups and highly motivated 
individuals such as parents should be included as comparative groups.
19.5.9.2 Research with people with LD
Implications for future research have already been mentioned and include focusing on the 
factors that may influence the chance of adults with LD having impairments in affect 
recognition and/or expression i.e. language skills, exposure to social skills groups, 
opportunities to integrate into society and aggression. Furthermore, the conclusion that 
adults with LD use facial expressions to communicate emotion should inform training for 
staff and mental health professionals. Research that focuses further on the expression 
skills of adults with LD would be well placed to comment on both professional training 
and on how to improve the communication skills of people with LD, with reference to 
how they feel.
The current study has shown how with an interactive, real time expression task, people 
with LD are able to communicate their feelings of happiness and sadness in a 
recogmsable way, and how with this type of stimuli it has been possible for members of 
this group to correctly identify these emotions in others. The experimental design in this 
study provided a method of accessing and assessing facial expression used in 
communication by people with and without LD. The same design should be used to 
explore the communicative nature of the other emotions commonly used in emotion 
recognition tasks (anger, surprise, fear and disgust).
19.5.10 The wider context
In terms of social competence, the current study has suggested that there is a sub group of 
people with LD that are more likely to have a deficit in emotion recognition. People with 
a diagnosis of a learning disability as defined by DSM IV have both an IQ of 70 or less 
and significant deficits in social-interpersonal skills and communication. It is probable 
that for some people with LD the problems in social-interpersonal skills are mediated 
through deficits in recognising facial expressions. Yet, it would be unlikely that this was
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the only variable through which social skills are mediated. As such for information from 
studies on emotion expression and recognition to be translated into a coherent theory of 
social-interpersonal skills and communication for people with LD, which can be 
clinically relevant, related social indices need to be incorporated within this context.
Related social indices such as empathy have been reported as being negatively related to 
loneliness in preadolescents and adolescents with LD (Margalit and Ronen, 1993). 
Further, a number of studies have directly investigated relationships between social 
indices and affect recogmtion. Rojahn and Warren (1995) included participants with 
mild and moderate LD and reported that social competence as tested by the Social 
Performance Survey Schedule (SPSS) was predictive of performance on a emotion 
recognition task. Moffatt et al (1995) also included participants with mild and moderate 
LD. This study found that participants’ skill level for recognising emotion and 
empathising were related, but that predicting the outcome of a social situation was more 
difficult. The authors concluded that deficits in this area could affect social decision 
making and ultimately social behaviour. Collectively these studies have begun to 
consider how skills in understanding facial emotion can interrelate with other variables 
consistent with social integration and social behaviour. To begin to confidently apply 
research from this area variables through which clinical implications and interventions 
can be addressed and designed need to be further investigated. The use of realistic tests of 
emotion expression and recognition as used in the present study will aid in this process.
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A p p e n d i x  1
Description of a happy facial expression as described by Ekman and Friesen (1972) page 
112 .
• Corners of the mouth drawn back and up
• The mouth may or not be parted, with teeth exposed or not
• A wrinkle runs down from the nose to the outer edge beyond the lip corners
• The cheeks are raised
• The lower eyelid shows wrinkles below it, and may be raised but not tense
• Crow’s-feet wrinkles go outward from the outer corners of the eves
Figure la
imf- '
i f
^53
!9. Expression and recognition of emotion
Descriplion o fa  sad facial expression as described by Ekman and friesen (1972) page 126
• 1 he inner corners of the eyebrows are drawn up
• The skin below the eyebrow is triangulated, with the inner corner up
• 7 he upper eyelid inner corner is raised
• the corners of the lips are down or the lip is trembling
Figure lb
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Appendix 2
Happiness
The movement pattern yielded by the expression of happiness consists of an upward 
displacement of each side of the mouth and the cheeks.
Figure 2a.
Sadness
The movement pattern yielded by sadness consists of a slight upward displacement in the 
area of the chin, whereas the forehead area reflects an inward and upward movement of 
the eyebrows.
Figure 2b.
i 5 6 .
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Appendix 3
Verbatim instructions were given to all of the participants at the beginning of the 
recognition task.
Participants without learning disabilities were given the following instructions:
“I am going to play some short clips of people talking, and I want you to decide if the 
person talking looks happy sad or just OK. Please write down on the paper which you 
think it is, denoting happy with an H, sad with an S, and OK with an O. Each clip is 10 
seconds long with a break of two seconds between each clip. I can stop the video between 
clips if you request, but the clips can only be viewed once”.
Participants with learning disabilities were given the following instructions:
“I am going to play some short clips of people talking, and I want yqu to decide if the 
person talking looks happy, sad or just OK, I will stop the vidço after you have seen the 
face so that you can put the counter into one of the tins”.
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A comparison study of the expression and recognition of emotion across three 
groups: Learning disabled adults, non learning disabled adults who are familiar 
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RefplcI/4
Information Sheet
My name is Alison Wallis. I work at the University 
of Surrey. I am learning how to be a psychologist 
To help me learn how to be a psychologist I am 
doing a survey. My survey is called:
Showing Feelings, Understanding Feelings.
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 300803
School of
Human
S cien ces
Some people find it difficult to show how they feel. Some people find
it difficult to understand how people feel. I, Alison Wallis, want to
find out more about this.
To do this I need to see some people. 1 will ask them some questions. 
I will ask them to do some puzzles. I am asking people if they want to 
do this. If you did want to do this I would meet you twice. I would 
ask you to do some things with me.
The first time I met you I would:
• Tell you what you are going to do. 1 would answer any questions.
® I would ask you to think about some things. 1 would ask you to 
work some things out in your mind. I would see the kinds of things 
you are good at.
® I would ask you some questions about being happy. I would ask 
you some questions about being sad. I would ask you what makes 
you happy and sad. Tliis will take about 30 minutes. I will not be 
asking any upsetting questions.
® I would make a film of you talking to me. The film will have no 
sound.
The second time I met you I would:
o Show you some films of the other people. I would ask you some 
questions about the film.
• Other people will see your film. Someone you know may see your 
film if they are helping with the survey. No one you work with will 
see your film.
You do NOT have to do this. You can say yes. You can say no. If you 
say yes now, you can say no later. Your film will only be used for this 
survey. Your film will not be shown to anyone if they are not helping 
with the survey. Your film will be wiped away at the end of the 
survey.
264-
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Refnld/1
Information Sheet
University 
of Surrey
Guildford
Surrey GU2 5XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
I am currently studying for a post graduate qualification in 
Clinical Psychology at the University of Surrey and am 
carrying out the above study as part of this qualification. I 
have completed two years of the three year course a 
during this time I have spent time working with people wi 
learning disabilities. This work led me to become interestejd 
in how people with learning disabilities show and 
understand feelings, and subsequently informed this study.
nd
ith
School of
Human
S cien ces
Title of study: Showing Feelings. Understanding Feelings
It is thought that some people find it difficult to show other people how they feel, 
and to understand how other people feel, and that this is particularly prevalent 
within the learning disabled population. This difficulty can cause problems for 
people with learning disabilities in terms of employment and social interaction. It 
has been suggested that people who are familiar with people with learning 
disabilities find interpreting their feelings easier. This study will compare how 
well people who are familiar with people with learning disabilities and people 
who are unfamiliar with people with learning disabilities interpret their feelings. If 
there is a difference it would be important to know, enabling future research to 
explore these differences to help people with learning disabilities to further 
integrate into society.
To investigate this idea volunteers are needed to take part in the study. If you 
took part in the study you would be required to meet with the researcher (Alison 
Wallis) on two separate occasions.
At the first meeting the researcher will :
• Discuss the study with you in more detail and answer any questions or
concerns you may have about the study.
• Videotape you talking about a happy and sad event. The sound will be mute
so no one will hear the content of your conversation except the researcher.
N/B This is not expected to be a long interview, approximately 20 minutes, and 
you will not be expected to reveal anything painful or be asked any intrusive or 
personal questions about the events you describe.
At the second meeting the researcher will:
«^ 66
• Show you the videotapes of the other people in the study and ask you some 
questions about them.
• This means that other people in the study will see your video, but you will not 
be shown videos of people you work with, and people you work with will not 
see videos of you. If you know people who you do not work with, but who 
are taking part in the study you may see their video and they may see yours.
You do NOT have to take part in the study, and if you say YES you are free to 
change your mind and leave the study at any time. All of the information 
collected during the study will be used for the purposes of this study only and is 
strictly confidential. All video materials will be destroyed at the end of the study.
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unis
Ref cfpld/1 Consent Form
I ................................. would like to be in this
survey. I know this survey is about how people 
feel.
I have talked to Alison Wallis about the survey. I 
have seen the information sheet. I know what I
will have to do. Alison Wallis an d   (named
person/key worker) have answered my questions.
z.
i t
iil
zv.
V .
v z .
v z z .
v z z z .
ix.
X
xL
University 
of Surrey
Guildford
Surrey GU2 5XH, UK
Telephone
+44 (0)1483 300800
Facsimile
+44 (0)1483 300803
Alison Wallis can talk to my key worker.
Alison Wallis will ask my key worker if I worry a lot.
Alison Wallis will ask my key worker if I feel very sad.
Alison Wallis will ask my key worker I hear things other 
people do not hear.
Alison Wallis will ask my key worker if  I see things other 
people do not see.
Alison Wallis will not tell anyone who is not helping with the 
survey what my key worker says.
I can stop helping with the survey. No one will be cross if  I 
stop helping with the survey.
Alison Wallis will not show my film to anyone who is not 
helping with the survey.
Alison Wallis will not show my film to anyone I work with. 
Someone I know may see my film if they are helping with the 
survey.
When the survey is finished my film will be wiped away.
School of
Human
S c ie n ces
Alison Wallis and ............................ (named person/ keyworker) have
talked to me about this form. I understand this form. I want to take 
part in the survey about how people feel.
Name of volunteer:..................................................
Signed by volunteer
Signed by named advocate:....................................... Date:
Name of witness:
Signed:.......................................................................... Date:
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Ref cfnld/1
Consent Form
II.
III.
IV.
V.
17.
17/.
17//.
LX.
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone 
+44 (0)1483 300800  
Facsimile
T 1 X M .  1 . +44 (0)1483 300803I, .................................. voluntarily agree to take part in the study looking
emotion recognition and understanding amongst learnijng disabled and no 
learning disabled people.
In regard of this study, I...
have read the information sheet provided and have been able 
talk to the primary investigator (Alison Wallis), wh^ o has answered all tjie 
questions I had with regard to the study.
understand why the study is being done and what my role will be 
in taking part.
understand that all of the information given during this study will
be strictly confidential and will not be used for any reason outside this
study.
understand that all of the information given during this study will 
be destroyed when the study is completed.
understand that no one I work with will see the video of me, but
that there is a chance that if I know someone in the study, but do not
work with them, they may see my video.
understand that 1 can stop taking part in this study at any time, and 
that I would not have to explain my reasons for doing so.
Understand that if I withdrew from the study my video tape would 
be destroyed, and would not be used for the study.
have read this consent form and it has been discussed with me so 
that I understand all of the information contained in it.
have been given time to think about whether or not I want to take 
part in the study, and I have chosen to take part and agree to comply with 
the instructions of the study.
School of
Human
S cien ces
Name of volunteer; . 
Signed by volunteer: 
D ate:.....................
Name of witness: ... 
Signed by witness: .. 
D ate:.....................
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